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OFFICE OF THE INSPECTOR GENERAL  

ILLINOIS DEPARTMENT OF CHILDREN AND FAMILY SERVICES 
 

January 1, 2020 

 

To the Governor and Members of the General Assembly: 

 

Enclosed please find a copy of the Office of the Inspector Generalôs January 2020 Annual Report to the Governor 

and General Assembly.  

 

As I submit this report, I am disheartened that many of the problems I identify here have been identified before, 

both by me and my predecessor.  I recently reviewed a 2004 article1 which addressed the same child welfare 

issues I highlight in this report ï  

 

¶ Children killed after DCFS left them with abusive parents or their partners 

¶ Children taken from their parents to sleep on the floors in DCFS offices2 

¶ Children kept beyond medical necessity in psychiatric hospitals.  (Even earlier, in 1996, a neglect 

petition was filed against DCFS for leaving children in psych hospitals when they were ready for 

discharge.)3 

¶ Lack of foster homes and services for children and families whose first language is not English4 

¶ Investigators who take shortcuts that lead to tragedy.  

 

We, Illinois, must do better.  We need to do more to support families early on, before they get into deep 

trouble.  But when families are broken, we need to act decisively to protect children.  In FY 2019, the DCFS 

OIG investigated 123 cases where a child died, although DCFS had contact with the family in the preceding 

year.  This number should be unacceptable to every citizen.  Even one child who dies unnecessarily is one too 

many.   

 

Our child welfare system must begin to analyze families in totality and in context, not focusing narrowly on the 

facts in the most recent hotline report.  The death of AJ Freund, like the death of Joseph Wallace which led to 

the creation of the OIG, is emblematic of DCFSôs failure to look beyond the current crisis to consider the entire 

history of the family.  In Wallace, investigators ignored the motherôs long history of physical abuse and profound 

mental illness.  In Freund, investigators ignored the parentsô long history of addiction, the motherôs recent 

relapse, and the parentsô isolation of the children from caring relatives and day care providers.  Like Freund and 

many other cases, the cases in the appendix highlight opportunities DCFS missed to strengthen viable 

families.  The 123 death cases also demonstrate that when families are too broken to quickly repair, protecting 

children must be DCFSôs first priority.  

 

State of the art safety assessments, training focused on lapses identified in this report, strong support and 

supervision of frontline workers, and manageable caseloads are key.  Ongoing, experiential training will ensure 

DCFS correctly makes the two, most critical decisions in the life of a case: (1) Is the home safe? (2) Is it safe to 

return the children to their parents?  As Governor Pritzker has recognized, DCFS must maintain frontline staffing 

levels which permit sound training of new and existing caseworkers and investigators, and caseloads which 

allow supervisors to ensure workers make critical decisions to keep children safe.     

 

That said, no single policy change will hit every target needed to reduce the number of children suffering abuse 

and neglect, or improve the lives and well-being of those who caused the abuse/neglect, but éé a package of 

the right policies might.   

                                                      
1 Cut Short, The Chicago Reporter, by Sarah Karp, June 2004. 
2 DCFS Vows to End Office Sleepovers, Chicago Tribune, by Rob Karwath, June 1993 
3 In re M.K., 384 Ill. App. 3d 449 (1st Dist. 1996).  
4 See 1977 Burgos Consent Decree and DCFS May Be Back in Court Over Spanish Services, Chicago Tribune, by Rob 

Karwath, September 1992. 

 

 

https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://casetext.com/case/in-re-mk-5
https://casetext.com/case/in-re-mk-5


 

 

 

This office reviewed over 375 complaints this year, the OIG found that many families in crisis do not have only 

one concerning issue.  This one issue may have brought them to the attention of DCFS, however, with intense 

assessments it is clear other issues are contributing factors in the family crisis.  The primary factors we have 

observed this year, not surprisingly, are substance abuse, domestic violence, behavioral health, paramour 

involvement, inadequate housing, poverty, chronic neglect, excessive physical discipline and prior involvement 

with DCFS.  

 
Although this office was created to examine our failings, and this office was born out of tragedy, we are the 

response to a cry for oversight and improvement of the child welfare system, and it is with the hope of a better 

future that it endures.  By reviewing hundreds of confidential records from cases all over the State, we have a 

unique vantage point to act as the óeyes and earsô of the Governor and members of the General Assembly, who 

are charged with providing oversight and funding to DCFS.  Letôs not continue making the same mistakes which 

led to the deaths of Joseph Wallace, AJ Freund and so many other children in Illinois.   Letôs use what we know 

to decrease the number of unnecessary deaths of Illinois children in the coming year.    

 

It remains an honor to serve as your Inspector General, and I am grateful for the leadership and dedication of 

those working to improve the welfare of children and families 

 

 
Meryl Paniak 

Acting, Inspector General 
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1 
INTRODUCTION 

INTRODUCTION  

 
The Office of the Inspector General of the 

Department of Children and Family Services was 

created by unanimous vote of the Illinois General 

Assembly in June 1993 to reform and strengthen 

the child welfare system. The mandate of the 

Office of the Inspector General is to investigate 

misconduct, misfeasance, malfeasance, and 

violations of rules, procedures, or laws by 

Department of Children and Family Services 

(DCFS) employees, foster parents, service 

providers and contractors with the Department.  

See 20 ILCS 505/35.5 ï 35.7.  To that end, this 

Office conducts investigations and makes 

recommendations to protect children, uncover 

wrongdoing, improve practice, and increase 

professionalism within the Department.  

 

INVESTIGATION CATEGORIES  

 

Death and Serious Injury Investigations 

 

The Office of the Inspector General investigates 

deaths and serious injuries of Illinois children 

whose families were involved in the child welfare 

system within the preceding 12 months.  The 

Inspector General is an ex officio member of the 

Child Death Review Team Executive Council.  

The Inspector General receives notification from 

the Illinois State Central Register (SCR) of all 

child deaths and serious physical injuries where 

the child was a youth in care, the family is the 

subject of an open investigation or service case, 

or the family was the subject of a previous 

investigation or closed case within the preceding 

12 months.  The notification of a child death or 

serious injury generates a review in which the 

Critical Event Report and other reports are 

reviewed, and computer databases are searched.  

When further investigation is warranted, records 

are impounded, subpoenaed or requested and a 

review is completed.  When necessary, a full 

investigation, including interviews, is conducted.  

The Inspector Generalôs Office created and 

maintains a database of child death statistics and 

critical information related to child deaths in 

Illinois. The following chart summarizes the 

death cases reviewed in FY 2019: 

 

FY 19 CHILD DEATH CASES REVIEWED   

 

CHILD DEATHS IN FY 19 MEETING 

THE CRITERIA FOR REVIE W 

123 

INVESTIGATORY REVIEW S OF 

RECORDS 

110 

FULL INVESTIGATIONS  13 

  

 

Summaries of death investigations, with a full 

investigative report submitted to the Director, are 

included in the Investigations Section of this 

Report on page 7.  A summary of all child deaths 

reviewed by the Office of the Inspector General 

in FY 19 begins on page 62 of this Report.   

 

General Investigations 

 

The Office of the Inspector General responds to 

and investigates complaints filed by the state and 

local judiciary, Department and Private Agency 

employees, foster parents, biological parents and 

the general public.  Investigations yield both 

case-specific recommendations, including 

disciplinary recommendations, and 

recommendations for systemic changes within 

the child welfare system. The Inspector Generalôs 

Office monitors compliance with all 

recommendations.  

 

Child Welfare Employee Licensure Investigations 

 

In 2000, the General Assembly mandated that the 

Department of Children and Family Services 

institute a system for licensing direct service 

child welfare employees.  The Child Welfare 

Employee License (CWEL) permits centralized 

monitoring of all persons providing direct child 

welfare services, whether they are employed with 

the Department or a private agency.  The 
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employee licensing system seeks to maintain 

accountability, integrity and honesty of those 

entrusted with the care of vulnerable children and 

families.    

 

A child welfare employee license is required for 

both Department and private agency 

investigative, child welfare and licensing workers 

and supervisors.  The Department, through the 

Office of Employee Licensure, administers and 

issues Child Welfare Employee Licenses.  

 

A committee composed of representatives of the 

Office of the Inspector General, the Child 

Welfare Employee Licensure Board and the 

Departmentôs Office of Employee Licensure 

screens referrals for CWEL Investigations.  The 

committee reviews complaints to determine 

whether the allegations meet one or more grounds 

for licensure action as defined in Department 

Rule 412.50 (89 Ill. Adm. Code 412.50). The 

Inspector General investigates and prosecutes 

CWEL complaints and hearings.   

 

When a CWEL Investigation is completed, the 

Office of the Inspector General, as the 

Departmentôs representative, determines whether 

the findings of the investigation support possible 

licensure action. Such allegations that could 

support licensure action include conviction for 

specified criminal acts, indicated findings of 

child abuse or neglect, or egregious acts that 

demonstrate incompetence or a pattern of 

deviation from a minimum standard of child 

welfare practice.  Department Rule 412.50 (89 Ill. 

Adm. Code 412.50) specifies the grounds for 

licensure action.  When licensure action is 

appropriate, the licensee is provided an 

opportunity for a hearing.  An Administrative 

Law Judge presides over the hearing and reports 

findings and recommendations to the Child 

Welfare Employee Licensure Board. The CWEL 

Board makes the final decision regarding 

licensure action.  

 

In FY 2019, 24 cases were referred to the 

Inspector General for Child Welfare Employee 

License investigations. Detailed information 

regarding the CWEL licensure actions can be 

found on page 257 of this Report.  

 

FY 19 CWEL INVESTIGATION DISPOSITIONS 

 

NEW CWEL  INVESTIGATIONS  24 

CLOSED/NO CHARGES 3 

MONITORING  12 

PENDING INVESTIGATIONS 4 

CHARGES ISSUED 5 

LICENSE REVOCATION 2 

LICENSE RELINQUISHED                     2 

PENDING ADMINISTRATIVE HEARING 1 

 

Criminal Background Investigations and Law 

Enforcement Liaison 

 

The Inspector Generalôs Office provides 

technical assistance to the Department and 

private agencies in performing and assessing 

criminal history checks. In FY 19, the Inspector 

Generalôs Office answered 3,427 case requests 

for criminal background information from the 

Law Enforcement Agencies Data System 

(LEADS). Each case may involve multiple law 

enforcement database searches and may involve 

requests on multiple persons.  For the 3,427 cases 

opened in FY 19, the Inspector Generalôs Office 

conducted 8,452 searches for criminal 

background information.  

 

In addition, in the course of an investigation, if 

evidence indicates that a criminal act may have 

been committed, the Inspector General may 

notify the Illinois State Police. The Office may 

also investigate the alleged act for administrative 

action only.   

 

The Office of the Inspector General assists law 

enforcement agencies with gathering necessary 

documents.  If law enforcement elects to pursue a 

criminal investigation and requests that the 

administrative investigation be put on hold, the 

Office of the Inspector General will retain the 

case on monitor status.  If law enforcement 

declines to prosecute, the Inspector General will 

determine whether further investigation or 

administrative action is appropriate.  
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Referrals from the Office of the Executive 

Inspector General for the Agencies of the Illinois 

Governor 

 

In FY 19, the Office of the Inspector General 

received 76 referrals for investigation from the 

Office of the Executive Inspector General for the 

Agencies of the Illinois Governor. After initial 

review, a referral may be closed, opened for 

further investigation, or transferred for further 

review by Department management, Office of 

Affirmative Action, Labor Relations, or the 

Advocacy Office.  

 

INVESTIGATIVE PROCESS 

 

The Office of the Inspector Generalôs 

investigative process begins with a Request for 

Investigation, notification by the State Central 

Register of a childôs death or serious injury, or a 

referral for a Child Welfare Employee License 

investigation.  Investigations may also be 

initiated when the Inspector General learns of a 

pending criminal or child abuse investigation 

against a child welfare employee.   

 

In FY 2019, the Office of the Inspector General 

received 3,758 Requests for Investigation or 

technical assistance.5  Requests for Investigation 

and notices of deaths or serious injuries are 

screened to determine whether the facts suggest 

possible misconduct by a foster parent, 

Department employee, or private agency 

employee, or a need for systemic change.  If an 

allegation is accepted for investigation, the 

Inspector Generalôs Office will review records 

and interview relevant witnesses.  The Inspector 

General reports to the Director of the Department 

and to the Governor with recommendations for 

discipline, systemic change, or sanctions against 

private agencies.  The Office of the Inspector 

General monitors the implementation of accepted 

recommendations.   

 

The Office of the Inspector General may also 

work directly with a private agency and its board 

                                                      
5This includes requests for investigation, notice of 

child deaths and serious injuries, notification of arrests 

or pending abuse investigations, and requests for 

technical assistance and information.  

of directors to ensure implementation when 

recommendations pertain to a private agency.  In 

rare circumstances, when the allegations are 

serious enough to present a risk to children, the 

Inspector General may request that an agencyôs 

intake for new cases be put on temporary hold, or 

that an employee be placed on desk duty pending 

the outcome of the investigation. 

 

The Office of the Inspector General is mandated 

by statute to be separate from the operations of 

the Department.  Inspector General files are not 

accessible to the Department.  The investigations, 

investigative reports and recommendations are 

prepared without editorial input from either the 

Department or any private agency.  Once a Report 

is completed, the Inspector General will consider 

comments received and the Report may be 

revised accordingly. 

 

If a complaint is not appropriate for full 

investigation by the Office of the Inspector 

General, the Inspector General may refer the 

complaint to law enforcement (if criminal acts 

appear to have been committed), to the 

Departmentôs Advocacy Office for Children and 

Families, or to other state regulatory agencies, 

such as the Department of Financial and 

Professional Regulation.   

 

Administrative Rules 

 

Rules of the Office of the Inspector General are 

published in the Illinois Register at 89 Ill. Admin. 

Code 430. The Rules govern intake and 

investigations of complaints from the general 

public, child deaths or serious injuries and 

allegations of misconduct. Rules pertaining to 

employee licensure action are found at 89 Ill. 

Admin. Code 412. 

 

Confidentiality 

 

A complainant to the Office of the Inspector 

General, or anyone providing information, may 

request that their identity be kept confidential. To 
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protect the confidentiality of the complainant, the 

Inspector General will attempt to procure 

evidence through other means, whenever 

possible.  At the same time, an accused employee 

needs to have sufficient information to enable 

that employee to present a defense.  The Inspector 

General and the Department are mandated to 

ensure that no one will be retaliated against for 

making a good faith complaint or providing 

information in good faith to the Inspector 

General. 

 

Reports issued by the Office of the Inspector 

General contain information that is confidential 

pursuant to both state and federal laws.   As such, 

Inspector General Reports are not subject to the 

Freedom of Information Act. Annually, the 

Office of the Inspector General prepares several 

reports deleting confidential information for use 

as teaching tools for private agency and 

Department employees.   

 

Impounding 

 

The Office of the Inspector General is charged 

with investigating misconduct ñin a manner 

designed to ensure the preservation of evidence 

for possible use in a criminal prosecution.ò 20 

ILCS 505/35.5(b).  In order to conduct thorough 

investigations, while at the same time ensuring 

the integrity of records, investigators may 

impound files by immediately securing and 

retrieving original records.   When files are 

impounded, a receipt for impounded files is left 

with the office or agency from which the files are 

retrieved. Critical information necessary for 

ongoing service provision may be copied during 

the impound in the presence of the Inspector 

General investigator. Impounded files are 

returned as soon as practicable.  However, in 

death investigations, the Office of the Inspector 

General forwards original files to the 

Departmentôs Office of Legal Services to ensure 

that the Department maintains a central file. 

 

REPORTS 

 

Inspector General Reports are submitted to the 

Director of DCFS. Specific reports are also 

shared with the Governor.  An Inspector General 

Report contains a summary of the complaint, a 

historical perspective on the case, including a 

case history, and detailed information about prior 

DCFS or private agency contact(s) with the 

family.  Reports also include an analysis of the 

findings, along with recommendations.  

 

The Office of the Inspector General uses some 

reports as training tools to provide a venue for 

ethical discussion on individual and systemic 

problems in child welfare practice. The reports 

are redacted to ensure confidentiality and then 

distributed to the Department or private agencies 

as a resource for child welfare professionals.  

Redacted reports are available on the Office of 

the Inspector General website or by calling the 

Office of the Inspector General at (312) 433-

3000. 

 

Recommendations 

 

The Inspector General may recommend systemic 

reform or case specific interventions in the 

investigative reports. Systemic recommendations 

are designed to strengthen the child welfare 

system to better serve children and families.  

 

Ideally, discipline should have an accountability 

component as well as a constructive or didactic 

one.  It should educate an employee on matters 

related to his/her misconduct while also 

functioning to hold employees responsible for 

their conduct. Without the accountability 

component, there is little to deter misconduct.  

Without the didactic component, an employee 

may conclude that s/he has simply violated an 

arbitrary rule with no rationale behind it.  

 

The Inspector General presents recommendations 

for discipline to the Director of the Department 

and, if applicable, to the director and board of the 

involved private agency. Recommendations for 

discipline are subject to due process 

requirements.  In addition, the Inspector General 

will determine whether the facts suggest a 

systemic problem or an isolated instance of 

misconduct or bad practice.  If the facts suggest a 

systemic problem, the Inspector Generalôs Office 

may investigate further to determine appropriate 

recommendations for systemic reform. 
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When recommendations concern a private 

agency, appropriate sections of the report are 

submitted to the agency director and the board of 

directors of that agency.  The agency may submit 

a response.  In addition, the board and agency 

director are given an opportunity to meet with the 

Inspector General to discuss the report and 

recommendations. 

 

In this Annual Report, systemic reform 

recommendations are organized into a format that 

allows analysis of recommendations according to 

the function within the child welfare system that 

the recommendation is designed to strengthen.  

The Inspector Generalôs Office is a small office 

in relation to the child welfare system.  Rather 

than address problems in isolation, the Inspector 

Generalôs Office views its mandate as 

strengthening the ability of the Department and 

private agencies to perform their duties.  

 

The Office of the Inspector General monitors 

implementation of recommendations made to the 

Director of DCFS and private agencies.  

Monitoring may take several forms.  The Office 

of the Inspector General will monitor to ensure 

that Department or private agency staff 

implement the recommendations made.  The 

Inspector General may consult with the 

Department or private agency to assist in the 

implementation process.   The Inspector General 

may also develop accepted reform initiatives for 

future integration into the Department.   

 

ADDITIONAL RESPONSIBILITIES  

 

Office of the Inspector General Hotline 

 

Pursuant to statute, the Office of the Inspector 

General operates a statewide, toll-free telephone 

number for public access. Foster parents, 

guardian ad litem, judges and others involved in 

the child welfare system have called the hotline 

to request assistance in addressing the following 

concerns: 

 

Á Complaints regarding DCFS 

caseworkers and/or supervisors ranging 

from breaches of confidentiality to 

failure of duty;  

Á Complaints about private agencies or 

contractors; 

Á Child Abuse Hotline information;  

Á Child support information;  

Á Foster parent board payments;  

Á Youth in College Fund payments;  

Á Problems accessing medical cards;   

Á Licensing questions;  

Á Ethics questions; and  

Á General questions about DCFS and the 

Office of the Inspector General. 

 

The Office of the Inspector Generalôs Hotline is 

an effective tool that enables the Inspector 

General to communicate with concerned persons, 

respond to the needs of Illinois children, and 

address day-to-day problems related to the 

delivery of child welfare services. The phone 

number for the Office of the Inspector General 

Hotline is (800) 722-9124. 

 

The following chart summarizes the Office of the 

Inspector Generalôs response to calls received in 

FY 19: 

 

CALLS TO THE INSPECTOR GENERAL 

HOTLINE IN FY 19 

 

INFORMATION AND REF ERRAL  721 

REFERRED TO SCR HOTLINE  82 

REQUEST FOR OIG INVE STIGATION  127 

TOTAL CALLS  930 
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INVESTIGATIONS  

This annual report covers the time period from July 1, 2018 to June 30, 2019. The Investigations section 

has three parts. Part I includes summaries of child death and serious injury investigations reported to the 

Department Director. Part II contains aggregate data and case summaries of child deaths in families who 

were involved with the Department in the preceding 12 months. Part III contains general investigation 

summaries conducted in response to complaints filed by the state and local judiciary, foster parents, 

biological parents and the general public. 

 

Investigation summaries contain sections detailing the allegation, investigation, Inspector General 

recommendations and the Department response. In the ñOIG Recommendation/Department Responseò 

section of each case, Inspector General recommendations are in bold and the Departmentôs responses to the 

recommendations follow.   

 

PART I:  DEATH AND SERIOUS INJURY INVESTIGATIONS  

 

DEATH AND SERIOUS INJURY INVESTIGATION 1  

 

A three-year-old child died from cold exposure due to environmental neglect in her 

motherôs home. The child had been returned to her motherôs care five months before 

her death and the placement case was closed two months after she was returned home.  

 

The childôs mother and her boyfriend were investigated and unfounded twice for 

substantial risk of physical injury/environment injurious when the child was one-

year-old.  In both investigations, investigators instructed the mother and boyfriend to clean the home and they 

complied. The reports were unfounded. Intact family services were offered but the mother refused.  

 

A year later, the mother and her paramour were indicated for cuts, welts and bruises and environmental neglect 

to the then two-year-old child and her one-year-old sibling. The child was placed in her fatherôs care and the 

sibling was placed with a maternal relative under a safety plan.  After an altercation near the fatherôs home, the 

child and sibling were taken into custody and placed together with a relative. A private agency was assigned 

the placement case. At the case handoff meeting it was noted that it was not known who had inflicted the 

physical abuse and there were concerns about the father and his girlfriend as the girlfriend had her own 

involvement with DCFS. The mother and her boyfriend were not interviewed as part of the integrated 

assessment (IA) process because of a pending criminal investigation. The service recommendations focused on 

the environmental neglect. The mother and paramour participated in services.  

 

The mother and her boyfriend were cooperative with parenting classes, substance abuse and mental health 

assessments, and supervised visits. The father was not assessed for services but did attend weekly supervised 

visits with the child. While the child protection investigator identified the injuries to the child as abusive, the 

recommended services did not address abuse. The services offered were minimal and generic. Within three 

months of case opening, the worker recommended return home because the mother and her boyfriend completed 

parenting classes and assessments based mainly on self-reported information. The father was not offered 

services for several months and his live-in girlfriend was not included at all.  

 

INVESTIGATION  

ALLEGATION  
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Three months later, at the dispositional hearing the caseworker testified that the parents were cooperative with 

services and the children could return home. The judge ordered the children be made wards of the state but that 

the children should be returned home. The one-year-old was returned home to his mother and her boyfriend 

(the one-year-oldôs father) and the two-year-old was placed with her father and his girlfriend. Following the 

children being returned to their parents, the agency remained involved with the family for a six month after care 

period. Shortly after the return to parents a new caseworker was assigned to the case.   

 

The father and his girlfriend, to whom the deceased child had been returned, had three unfounded investigations 

after reports of domestic violence in the year prior. When the child was placed with her father, the couple had 

a pending investigation for inadequate supervision after reports of leaving the children alone in the home. The 

report was unfounded shortly after the placement as the investigator determined the couple was just outside the 

home, fixing the family car, while an adult cousin was inside the home with the children. When another report 

was called into the hotline two months later, alleging bruises to the child, the private agency moved the child 

from the home of her father to a traditional foster home. The investigation was later unfounded as no injuries 

were found.  Another report was called into the hotline the following month alleging domestic violence between 

the father and his girlfriend. It was later unfounded. A child protection investigator told Inspector General 

investigators that she advocated for the father to receive anger management and domestic violence services for 

the couple but was told that those services were not identified in the initial service plan and the fatherôs girlfriend 

was not part of the placement case. The father was allowed supervised visits with the child, but according to 

the private agency, the father cancelled many of the visits after the child was returned to the mother. 

 

About a month after the child was moved to a traditional foster home from the fatherôs home, a permanency 

hearing was held. The worker submitted a report to the court noting that the mother and paramour had completed 

services and were doing well. The report recommended that because of the investigations pending on the father 

and his girlfriend the child be returned home to the mother citing no concerns of safety in her home. The agency 

also requested a hearing to be set for case closure two months later.  The court made a finding that it was in the 

best interest of the child to be returned to the motherôs care, joining her younger sibling (child of the mother 

and the motherôs boyfriend). Two days before court, a child protection investigation for substantial risk and 

inadequate supervision to the younger sibling by the mother and her boyfriend had been initiated after a non-

mandated reporter stated that the motherôs boyfriend had been arrested for battering a neighbor; the parents 

were not caring for the baby for almost an hour while the altercation took place; and the baby was in a stroller 

near the fight. The parents denied problems, the baby was observed to be doing well and responding to the 

parents. The investigator spoke with the caseworker who reported no concerns and stated that another child was 

likely returning home soon. The investigation was not mentioned in court.   

 

While that investigation was pending, another child protection investigation for environmental neglect on the 

mother was initiated after reports of a bad diaper rash on the two-year-old child who had recently been returned 

home to the mother. The investigation was unfounded after it was determined that the rash was healing and had 

started before the child was returned to the motherôs care.  

 

Within two months of being returned home to the mother, the private agency case was closed. The six-month 

after care period applied from the time the child was returned to the father. One month after case closure, an 

early intervention services provider called the hotline to report that the family had withdrawn from services. 

The hotline classified the call as ñmandated caller, no report taken,ò because there was not enough information 

for an investigation of child abuse or neglect. No further action was taken.   

 

Inspector General investigators found that the assessment of the parent interaction was mainly based on visits 

supervised by case aides who had consistent contact with the parents and children and observed the home 

environments on a regular basis. The four assigned case aides told Inspector General investigators that when 

assigned to cases they do not always know the reason for case opening or the circumstances of the family. The 
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case aide supervisor reported that she encouraged caseworkers to share information with case aides, but not all 

of them do so. Case aides are not included in any critical decisions or any Child and Family Team Meetings. 

They are only required to document the visits that they supervise.  

 

Five months after being returned home, the almost three-year-old child was found cold and unresponsive in the 

motherôs home. The mother reported she had turned off the homeôs heat and relied upon space heaters. She 

reported using two space heaters, one in her bedroom where she slept with her paramour and their two-year-old 

son and another in the deceased childôs room. When the motherôs space heater broke, she took the heater from 

her daughterôs room to use in her room. At the time of her death, the three-year-old child weighed only 21 

pounds and had a core body temperature that was too low to register. A scene investigation revealed that the 

home was dirty and littered with garbage. The autopsy determined the cause of death to be ñcold exposure due 

to environmental neglectò and the manner of death was homicide.  

 

The mother pleaded guilty to murder and was sentenced to 20 years. The boyfriend has been charged with 

murder, felony endangering the life and health of a child, and misdemeanor endangering the life and health of 

a child. 

 

1. For Integrated Assessments in cases with pending criminal 

investigations, Integrated Assessment interviews with parents 

should still be conducted to gather basic family information 

without compromising the criminal investigation. 

  

The Department agrees.  The only exception will be when parents refuse to cooperate, or an attorney informs 

the caseworker or the Integrated Assessment program that an interview should not take place. When an 

interview does not occur with a parent then Integrated Assessment will review current records and include the 

information as to why no interview took place and the information that was available.  

 

2. This report should be shared with the involved private agency to address the following: 

  

a) Supervisors and caseworkers should be re-trained to use evidence-based interventions to target 

service needs in abuse cases;  

  

b) Case aides should have full information as to the reason a placement case was opened to enable 

them to identify issues that may arise during visits; 

  

c) Casework staff should be re-trained on the requirements and importance of conducting Child 

and Family Team Meetings; 

  

d) Observations of the family by case aides should be incorporated into the Child and Family 

Team Meetings and other critical case decisions. 

  

The Inspector General shared the report with the private agency.  The Inspector General will meet with the 

agencyôs administrators and a member of the Board of Directors to discuss the findings and recommendations 

made in the report. 

 

A Department consulting psychologist will provide training to the private agency. The Department will instruct 

the private agency that all referrals for case aide assistance must include the reason for involvement and role of 

the case aide in visits.  The casework staff will be trained and reminded of the importance of Child and Family 

Team Meetings and that the meeting discussions should incorporate the observations of the case aide and 

recorded information regarding visits.   

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 
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3. The State Central Register (SCR) call operators should be further trained on other options and 

resources available when a hotline call does not rise to the level of initiating a child protection 

investigation, such as Child Welfare Services referrals and police well-being checks. 

  

There will be revisions to handling of hotline calls and other options available, based on implementation of 

HB1551, effective January 1, 2020.  Call floor workers will be further trained as changes are implemented.    

 

4. Consistent with Public Act 101-0237 that amends the Abused and Neglected Reporting Act, and is 

effective January 1, 2020, when a report is made by a mandated reporter and there is a prior indicated 

report or a prior open service case involving any member of the household, the Department must, at a 

minimum, accept the report as a child welfare services referral.   

  

The Department agrees to incorporate Public Act requirements.   
 

5. All placement supervisors and caseworkers must be trained on Policy Guide 2019.04, Requirements 

for Reunification and After Care Services. 

  

The Department agrees.   Amended Policy Guide 2019.04 is will be obsolete in the near future.  A new policy 

guide is being issued to include language contained in HB1551. Caseworkers will be retrained locally on the 

language in the new policy guide being released. 

 

6. Policy Guide 2019.04, Requirements for Reunification and After Care Services, should be shared with 

juvenile court personnel. 

 

The Department agrees.  The Policy Guide was shared and discussed with juvenile court personnel.   The new 

Policy Guide will be shared as well.   
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DEATH AND SERIOUS INJURY INVESTIGATION 2  

 

A four-year-old girl was suffocated by her mentally ill mother. Prior to the death, the 

mother had been investigated fifteen times in the course of three years. Ten-months 

prior to the childôs death an intact family services case was open and remained open at the time of the death. 

There were six child protection investigations during the intact family services case. 

 

 

Three years prior to the childôs death, the mother moved to Illinois with her then 

two-year-old daughter and five-year old son to be closer to her older children (ages 

twelve, fourteen, and seventeen) who lived with their father. Following her move to Illinois, the older children 

began frequenting the motherôs home. There were six unfounded child protection investigations against the 

mother in the first sixteen months following her return to Illinois. The investigations involved allegations of 

abuse, neglect, medical neglect, environmental neglect, substance misuse, and reckless driving with children in 

the car.  

 

Fifteen-months prior to the childôs death, a seventh investigation was initiated after the mother was arrested for 

battering her eighteen-year-old daughter in the presence of her then three-year-old and thirteen-year-old 

children. A police officer told the investigator that police officers had been to the home every other day for the 

past two months concerning domestic situations between the mother and her older children. According to 

medical records, the investigator instructed the mother to get an evaluation to make sure the mother was okay. 

The mother agreed and went to the local emergency room.  During the evaluation, the mother gave false 

information about what led to her arrest as well as her mental health treatment. Although the assessment was 

based solely on self-report and not intended to determine parenting capacity the investigator did not obtain 

mental health records or talk to the motherôs treatment provider. The investigator remained unaware that the 

mother had been previously diagnosed with bi-polar disorder and depression and was frequently non-compliant 

with psychotropic medications. The mother was indicated for substantial risk of physical injury by neglect and 

the investigation was closed.  

 

Less than two months after the seventh investigation closed, an eighth investigation was initiated after an 

anonymous report was made to the hotline alleging that a child was sitting in a window screaming for help. The 

reporter stated that the youngest children (then ages four and seven-years-old) in the home are often seen outside 

wandering around unsupervised late at night. Less than two weeks later a ninth investigation was initiated after 

police were dispatched to the home. Police officers reported that they could hear the mother screaming and 

heard glass breaking from things being thrown. The mother told police that she was tired and could not care for 

the children anymore. Police reported that the mother broke glass and told the children she hoped they would 

step on the glass and hurt themselves. The mother began making suicidal comments and was taken to the 

hospital. The following day, a hospital social worker contacted the hotline to report that the mother told her that 

she was overwhelmed and had not been giving her four-year-old daughter her medication for cystic fibrosis and 

that the mother admitted to using her money to buy marijuana and had not been buying groceries. The social 

workerôs report was added to the ninth investigation as related information.  

 

The motherôs older children told the child protection investigator their mother had pulled pictures off the wall 

causing them to break and made comments about leaving the home and driving off a cliff.  A safety plan was 

developed for the four and seven-year-old children to stay with their maternal grandparents, but the safety plan 

lapsed and the four and seven-year old children returned to their motherôs care following the motherôs discharge 

from the hospital.  

 

The child protection investigator obtained partial mental health records from the clinic where the mother had 

been receiving medication monitoring for her mental health issues. The Integrated Mental Health and Substance 

ALLEGATION  

INVESTIGATION  
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Abuse Assessment received by the investigator was completed two months earlier and stated that the mother 

had been diagnosed with bi-polar disorder since she was a teenager. The mother reported that she could go two 

or three days without sleeping and reported racing thoughts, paranoia, loss of appetite, inability to concentrate 

and focus and low motivation. Had full records been obtained from the clinic the investigator also would have 

been aware that the mother reported non-compliance with her medication.  

 

The investigator also obtained records from the hospital for the day that the mother was taken by police after 

making suicidal comments. The record stated that the mother was admitted for suicidal ideation with a plan to 

overdose on medication or intentionally wreck her car by not wearing a seat belt and running her car into a 

pillar or off a bridge. The hospital records also detailed prior hospitalizations for suicidal ideation.  

 

During the investigation, the investigator contacted the father of the older three children. The father reported he 

obtained full custody years ago because their mother ñwent nutsò and when the children were younger there 

was an order for only supervised contact with their mother. The father reported that during the summer his 

children go back and forth between his house and their motherôs house, but the children primarily reside with 

him.  

 

The mother was referred to intact family services and the two pending investigations were closed.  The intact 

family services case remained open for nine-and-a-half months until the death of the four-year-old. During the 

nine-and-a-half months of the intact family services case, there were nine additional calls to the hotline, which 

resulted in six child protection investigations, four of which were indicated. Eight of the calls to the hotline 

were from mandated reporters.  During the entire intact family services case, the mother exhibited a failure to 

follow through with service recommendations and failed to maintain consistent medication compliance.  

 

The first investigation during the intact family services case involved the mother reporting to school personnel 

that she had kicked her sixteen-year-old child out of the home the previous night and an anonymous caller 

reporting that there was no food in the home. The investigation was unfounded.  

 

A second investigation was initiated during the intact family services case while the first was still pending. The 

second investigation involved a report that the mother dropped her four and six-year-old off at their maternal 

grandparentôs home for days on end and they are too elderly to care for the children. The mother was later 

indicated for inadequate supervision. While the first and second investigations were pending, a third 

investigation was initiated after a school counselor reported that the mother poured water on her 16-year-old 

son, swung a belt at his head, and punched him in the nose while high. During the investigation, the 16-year-

old confirmed the allegation and reported that the altercation started because he refused to share his pizza. The 

investigation was unfounded.  

 

While the three investigations were pending the investigator faxed the CFS 968-90 form, Questions for Mental 

Health Professionals to the motherôs mental health treatment provider. According to the completed 

questionnaire, the mother was non-compliant with recommended follow-up appointments and her diagnosis 

was fair to poor regarding prognosis due to non-compliance. The treatment provider noted that the motherôs 

symptoms may place her children at an increase of maltreatment.  

 

While the second and third investigations were pending a fourth investigation was initiated after a teacher went 

to the motherôs home to deliver Christmas gifts and found the seven-year-old outside with no shoes, socks or 

coat. The seven-year-old told the teacher that he was afraid to go inside because his mom would smack him 

again and said his mother hits him all the time with a belt and hanger on his butt. The teacher reported that when 

the seven-year-old took her inside, the home smelled like marijuana, was dirty and the mother was having major 

emotional swings and appeared intoxicated. The mother told the teacher that she was having a nervous 

breakdown.  



 

13 
DEATH AND SERIOUS INJURY INVESTIGATIONS 

 

While the three investigations were pending, the intact family services worker contacted the motherôs mental 

health treatment provider. The treatment provider reported that the mother had not been medication compliant 

and noted that the mother was inappropriate in their sessions as the mother is moody and compulsive and was 

trying to get controlled substances. The treatment provider reported that the mother was referred for individual 

counseling but never followed through.  

 

At the following home visit, the intact worker asked the mother about her medication compliance and the mother 

reported that she was medication compliant and had left over medication from when she was previously 

hospitalized. The mother also reported that she had not signed up for family counseling, anger management or 

a substance abuse assessment as recommended in the intact service plan.  

  

According to a supervisory contact note, following a phone call, the child protection supervisor and intact 

supervisor agreed that the latest incident did not rise to the level of imminent risk of harm and there was nothing 

to take before the court. The child protection supervisor reported that the investigator would look at the motherôs 

most recent mental health issues before making a decision regarding the final finding. The fourth investigation 

was closed three months prior to the death and the mother was indicated for inadequate supervision and 

substantial risk of physical injury by neglect.  

 

While the fourth investigation was pending, a fifth investigation was initiated after the motherôs four-year-old 

disclosed to school personnel that her mother was hitting and smacking her. The six-year-old confirmed the 

account and disclosed that the abuse was ongoing, and he got hit with broken hangers and belts. The seven-

year-old reported that he tried to hide in his closet when he knew he was going to get hurt and sat outside until 

things calmed down. The reporter also stated that there had been issues with the mother picking up her four-

year-old from preschool late. Both children were interviewed by a mandated investigator at the school and 

confirmed the ongoing abuse reported to school personnel. When the assigned investigator went to the home 

and interviewed the children, both children denied abuse. The fifth investigation resulted in an indicated finding 

against the mother for inadequate supervision and the allegations of abuse were unfounded based on the children 

later denying abuse and no injuries observed.  

 

Two months prior to the death, while the fourth and fifth investigations were pending a sixth investigation was 

initiated after the mother asked another parent of a child in her 4-year-oldôs classroom to care for her children 

after school. While her children were at school, the mother was arrested on an outstanding warrant and asked 

the parent to keep her children overnight. The parent was not comfortable with the arrangement and brought 

the children back to school. Police officers transported the children to their maternal grandparentsô home and 

the mother picked up the children after being released from jail.  

 

Two weeks prior to the death, the intact family services worker contacted the motherôs mental health treatment 

provider. The treatment provider documented telling the intact worker that at the motherôs recent appointment 

the motherôs four-year-old appeared to be afraid of her mother in response to the mother grabbing her. The 

treatment provider also reported that the mother was noncompliant with taking medications and keeping 

appointments.  

 

One day prior to the childôs fifth birthday, the mother was found naked and sitting on top of her child holding 

her hand over her childôs mouth and nose while saying that she was going to send her child to Jesus. The 

motherôs eight-year-old child was in the same room when the mother was found. The four-year-old was taken 

to the hospital by ambulance where she was later pronounced deceased. The medical examiner ruled the cause 

of death asphyxiation by suffocation and neck compression. The mother was charged with first degree murder 

and indicated by DCFS for death and substantial risk of physical injury. 
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1.  Whenever serious mental illness raises questions about 

parenting capacity a parenting capacity assessment must be 

completed. This should be addressed through training and 

development of resources.  

 

The Psychology and Psychiatry Program is available to assist with questions regarding appropriate referrals and 

to help facilitate these referrals.  If a caseworker has questions/concerns about parenting capacity, they should 

have an initial consultation with the Consulting Psychologist assigned to their POS Agency or Field Office to 

determine if a Parenting Capacity Assessment or referral to a Parenting Assessment Team is appropriate. There 

are providers throughout the state who can provide Parenting Capacity Assessments.  The Psychology & 

Psychiatry Program Assistant Program Administrator will also be working to increase the number of providers 

throughout the state.  

 

Currently, the Parenting Assessment Team program is available within Cook County and the Northern Region. 

If the caseworker and Consulting Psychologist believe a parent meets criteria for a Parenting Assessment Team 

referral versus Parenting Capacity Assessment, but they reside outside of Cook County or the Northern Region, 

the program administrator will work to address these referrals on a case by case basis. The program 

administrator will work with the Consulting Psychologists of the Psychology & Psychiatry Program to ensure 

that they are aware of this process and are prepared to educate the caseworkers of their assigned POS Agencies 

and Field Offices as to the appropriate procedures to follow.   Additionally, the Office of Learning and 

Professional Development will incorporate and use this redacted case in the Assessment units of all Foundations 

curricula, where Protective Factors and Error Reduction: Parenting with Mental Illness is discussed.     

 

At this time, the Psychology and Psychiatry program has not sent specific communication to the field regarding 

the availability of Parenting Assessment Team Evaluations outside of Cook/Northern regions.  This should not 

pose a barrier to the referral process as the team of Consulting Psychologists has been informed about the 

possibility of Parenting Assessment Team referrals outside of Cook/Northern regions.  The current protocol is 

such that the Consulting Psychologist has a consultation with the case worker, learns about the needs of the 

case and determines which evaluation/assessment type is most appropriate. They are ultimately who 

recommends the Parenting Assessment Team evaluation and would communicate this information to the 

program administrator who would then work to secure a Psychologist and Psychiatrist to complete the 

evaluation.  

 

To facilitate communication with the field, Psychology contact information on the DNet has been updated and 

includes Consulting Psychologistôs contact information, POS and Field Office consultation assignments, 

descriptions of evaluation/assessment referral types (including PCA and PAT) and a listing of approved 

providers across the state. An announcement regarding how to access the Psychology and Psychiatry program, 

available assessments and accessing this information on the DNET will be provided to the field on the D-Net 

in January 2020.    

 

2. Child protection staff should be required to utilize the CFS 968-90, Questions for Mental Health 

Professionals form when interviewing mental health professionals regarding an alleged perpetrator.  

 

The Deputy Director of Child Protection is reviewing the use of this form and communicating with the Division 

of Clinical Services on efficient use to gather the needed information. 

 

3. If a subsequent oral report (SOR) of abuse and/or neglect is received on an open Intact Family 

Services case, the child protection investigator and supervisor, as well as, the Intact Family Services 

caseworker and supervisor should discuss and document in SACWIS, the case within 2 days of the SOR, 

OIG RECOMMENDATIONS /  

DEPARTMENT  RESPONSES 
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and ensure a method of maintaining ongoing communication is established as required by current 

procedure, which should include attendance at all Child and Family Team Meetings. 

 

There are already procedures in place requiring a timely discussion between the intact worker and 

investigator.  There are alerts on desktops for intact and investigations workers and supervisors to alert to an 

SOR.  Area Administrators are discussing SORs in their weekly calls with supervisors, and all SORs (including 

discussion) are reviewed by QA/APT/Intact Utilization to ensure quality contact. Contact notes are required to 

be entered within 48 hours according to current procedures.  

 

OIG COMMENT: Does the Department have data from Quality Assurance and Agency Performance Team on 

how this is working? During the weekly calls are investigative tasks or direction for intact noted?  

 

4. With three or more child protection investigations involving the same family, a management review 

should be conducted to determine if there is a need for court intervention (Recommendation also made 

in OIG Report #17-2911).    

 

A memo was sent to all child protection requiring a review by Area Administrators of any family receiving two 

unfounded and an indicated report to assess for court involvement.  SOR Reviews are also occurring with the 

Intact Utilization Unit and Quality Assurance on these cases. 

 

OIG COMMENT: The OIG recommendation does not limit the management review to two unfounded and one 

indicated cases, but rather that anytime a family with three or more child protection investigations, whether 

they are indicated or unfounded, should be reviewed by DCFS management. In addition, please provide the 

OIG with documentation that the stated reviews by the Intact Utilization Unit and Quality Assurance are 

occurring.  

 

5. Each intact family services case should have a written concurrent plan to identify factors that are 

critical to ensuring child safety and minimizing risk, and if there is a change in circumstances when court 

intervention may be necessary.   

 

The Department agrees. Concurrent planning and the need for possible court intervention is already embedded 

within current intact procedures.  

 

OIG COMMENT: Who is responsible for tracking that there is a concurrent plan in intact cases and is it 

contained in SACWIS and reviewed? Please provide the OIG the data on whether or not concurrent planning 

is occurring.  

 

6. The Department should consider adding an alternative on the Child Endangerment Risk Assessment 

(CERAP) to allow a finding of ñconditionally safeò ï identifying factors where if there is a change in 

circumstances court intervention may be warranted.  

 

The Department does not agree to a finding of conditionally safe.  The Department agrees to review the CERAP 

and ensure it is the proper document to be using and then we will revisit the recommendation.  The CERAP 

review is ongoing, in consultation with Chapin Hall.   

 

7. To avoid the over reliance on a caregiverôs self-report in intact family service cases, Procedures 

302.388(i)(5), Evaluating Family Progress, should be amended to require that intact family service 

workers contact service providers at a minimum monthly to assess the level of the family memberôs 

engagement with services and the progress of the family on tasks of the Family Service Plan.   
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The Department agrees. This expectation is already imbedded within current Intact Procedures.  Currently, this 

requirement is addressed in Foundations Intact where Procedures 302.388 (i) (5), Evaluating Family Progress 

is discussed.     

 

OIG COMMENT: It is insufficient to only discuss the practice of contacting providers monthly during 

foundation training when investigators are first hired. This requirement should also be included in Procedures. 

Does the Department have data on whether or not service providers are actually being contacted monthly?  

 

8. Intact family services workers should refer to DCFS Office of Legal Services those intact cases with 

parental non-compliance over time, risk to children and when the Stateôs Attorneyôs Office has declined 

to file a petition. 

 

Prompted at least in part by a review and report completed by Chapin Hall, the Department is working on a 

number of initiatives directed at improving practice around child protection and intact family services, 

improving communication and collaboration between the Department and court stakeholders.  As part of these 

initiatives, the Department is collaborating with Chapin Hall and a variety of court stakeholders, including, but 

not limited to, judges, Stateôs Attorneyôs Offices, guardians ad litem, public defenders, and the Administrative 

Office of Illinois Courts.  The Department expects this work to lead to, among other things, multidisciplinary 

trainings; new or amended policies, procedures, and practices; and improved systems of communication.  The 

Department will consider this OIG recommendation in its ongoing work in this regard.  

 

OIG COMMENT: Please provide the OIG a plan of how the Department will address the recommendation in 

the immediacy. Will OLS file petitions in juvenile court when warranted? Per statute, any person, 

agency/association or the court on its own motion, including DCFS Legal Counsel can file a petition and 

request orders of protection or supervision. 

 

9. DCFS Office of Legal Services must track cases not accepted for filing of a petition in Juvenile Court. 

The Department should identify a single contact person to work with each Stateôs Attorneyôs Office and 

consider whether to advocate further or file a petition themselves.  

 

Prompted at least in part by a review and report completed by Chapin Hall in May 2019, the Department is 

working on a number of initiatives directed at improving practice around child protection and intact family 

services and improving communication and collaboration between the Department and court stakeholders.  As 

part of these initiatives, the Department is collaborating with Chapin Hall and a variety of court stakeholders, 

including, but not limited to, judges, Stateôs Attorneyôs Offices, guardians ad litem, public defenders, and the 

Administrative Office of Illinois Courts.  The Department expects this work to lead to, among other things, 

multidisciplinary trainings; new or amended policies, procedures, and practices; and improved systems of 

communication.  The Department will consider this OIG recommendation in its ongoing work in this regard.

  

OIG COMMENT: Based on OIG investigations, it is clear that the Department continues to struggle to work 

with families who are refusing services despite significant concerns or are not making progress in services. Not 

only is it problematic for the Department when a parent demonstrates that they cannot care for their children, 

and the child protection staff cannot demonstrate urgent and immediate necessity to remove the children, but 

also when child welfare staff working with families are concerned about safety and attempt to file a petition 

through the Stateôs Attorneyôs office only to have the Stateôs attorney decline to file a petition. 

 

When a Child Protection investigator/supervisor correctly identifies  heightened safety/risk concerns with 

families, but do not believe they have enough evidence to support urgent and immediate necessity to take the 

case to court for temporary custody, they have  expressed that they did not attempt to screen the case for a 
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protective order because the Stateôs Attorney in their county was reluctant to file these types of petitions. This 

is not the first time that the OIG has heard of the reluctance. 

 

The Stateôs Attorney is not the only entity that can file a petition in juvenile court; any person, 

agency/association or the court on its own motion, including DCFS Legal Counsel can file a petition and 

request orders of protection or supervision. While any party is able to file the petition, the Stateôs Attorney still 

has the sole responsibility to prosecute. A 1991 Illinois Supreme Court Case, In re J.J. (566 N.E.2d 1345), ruled 

that even if the Stateôs Attorney files a motion to dismiss a petition in juvenile court, the court must hear evidence 

on the petition and determine whether the dismissal is in the best interests of the minors, and if the dismissal is 

not in the best interest of the minor, the Stateôs motion for dismissal shall be denied.  

 

Procedure 300.130 already directs that when services are declined by a family: ñéé the Child Protection 

Specialist and Child Protection Supervisor shall consult to determine whether the case should be screened with 

the Stateôs Attorney for court ordered services. If a case is screened with the Stateôs Attorney for court ordered 

services but the Stateôs Attorney declines to file a petition for court ordered services or consideration of a 

shelter care hearing, then the Child Protection Specialist and Supervisor shall consult with the DCFS Office of 

Legal Services. In addition, if consultation with another Department division (e.g., the Division of Clinical 

Practice and Development) is desired, the Child Protection Specialist and Supervisor shall make a request for 

such consultation thru the Area Administrator. The Area Administrator shall determine if the additional 

consultation is necessary.ò 

 

In FY 10 the Department agreed to track and maintain data on cases presented to the Stateôs Attorney for filing 

a petition and are agreeing to do so again.  The OIG request any current data tracked over the last nine years, 

and in addition, based on the Departmentôs current response the OIG would like more information on what 

specific initiative will address the Departmental tracking/data on cases presented to the Stateôs Attorney and 

the Stateôs Attorneyôs response?  When does the Department anticipate this work with Chapin Hall to be 

completed? 

 

Department Response: DCFS is aware of its right to file petitions in juvenile court and is working on a number 

of levels to improve the present circumstances, including efforts to improve communication and understanding 

among the various court stakeholders across the State ï which is critical to the success of such petitions.  Note 

that Stateôs Attorneys are charged with prosecuting the petitions, and DCFS will continue to work 

collaboratively with Stateôs Attorneys to ensure that petitions are not only filed, but that all evidentiary issues 

are addressed ï which appears to be the main cause of petitions not being filed by Stateôs Attorneys.  DCFS 

Legal and Operations are working together to analyze cases as they arise in order to advocate as appropriate 

and will continue to do so alongside DCFSôs efforts to address the root causes of the present circumstances 

across the State.  Additionally, DCFS Legal is not currently in a position to track and maintain data on cases 

presented to Stateôs Attorneys for filing petitions and Stateôs Attorneys responses.   

 

10. DCFS regional counsel should meet quarterly with local Stateôs Attorneys and other relevant 

professionals to address any issues regarding the filing of petitions for court involvement.   

 

The Department agrees. DCFS Legal already has quarterly meetings with Stateôs Attorneys, GALs and Public 

Defenders to address issues.   The filing of petitions can be put on a quarterly meeting agenda.     

 

11. The Area Administrator should meet with the local mental health treatment provider to develop a 

system and/or identify a liaison at the clinic to expedite information sharing. 

 

The Department agrees. This has been completed.  
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DEATH AND SERIO US INJURY INVESTIGATION 3  

  

A twenty-two-month-old child died after choking on noodles his mother had made for 

breakfast. The mother had been a former youth in care, aging out of the system 11 

months before the childôs death.   

 

 

The childôs mother had been involved with the Department throughout most of her 

life. She came into care at two-years-old, after she and her siblings were discovered 

in an abandoned building. She was eventually adopted by her foster mother, though there were numerous 

unfounded child protection investigations while the mother and her sisters were in the adoptive motherôs care. 

The mother reentered care at the age of twelve after refusing to return home following a psychiatric 

hospitalization. The mother spent most of her adolescence living in various residential treatment and transitional 

living facilities, and she experienced several more psychiatric hospitalizations during her time in care.  

 

While pregnant with the deceased, the mother had entered an independent living program for pregnant and 

parenting youth in care who also had problems with mental illness. She remained in the program until she aged 

out of care. She gave birth to her first child (the deceased) when she was twenty-years-old. At the independent 

living program, the mother received guidance and support in learning how to parent the infant. However, prior 

to aging out of care, the mother was the subject of two unfounded child protection investigations for substantial 

risk of physical injury/environment injurious to health and welfare by neglect.  

 

Approximately a year after the first child was born, as the mother aged out of care, she was four-and-a-half 

months pregnant with her second child. She moved to another part of the state for affordable housing and within 

months was engaged in parenting, prenatal, and doula services with two service providers. The mother regularly 

met with workers from both agencies and utilized respite care. Five months after moving, the mother had three 

additional unfounded child protection investigations for substantial risk of physical injury/environment 

injurious to health and welfare by neglect and environmental neglect.  Intact family services were initiated. 

 

The young mother had a significant history of trauma and mental health issues and had not lived in a home 

environment since early adolescence. Upon becoming pregnant she was referred for needed services. The 

agency provided transportation to medical appointments, grocery shopping, and taking the baby to daycare. 

Staff assisted her in bathing and feeding the baby, cleaning her apartment and provided guidance in structuring 

her day. The agency also provided therapy and education for the mother while the baby was at daycare.  

Although enrolled in a supportive parenting program, she did not have support and guidance from family 

especially in the form of modeling appropriate parenting, long-term support, or prior experience caring for a 

child. The program provided significant assistance in the parenting of her first child, but they noted she still 

struggled to parent and upon turning twenty-one their ever-present support was gone. As the mother approached 

her 21st birthday, staff attempted to mimic the lack of their presence by decreasing their hands-on work. 

However, the mother did not seem to be able to adequately learn the skills in the time allowed. Staff knew that 

the mother needed support and arranged for community services in the area she was moving to after aging out 

of care.   

 

Though the agency arranged for community services in her new home, the services were slow to start. The 

services eventually culminated in the mother having doula services which included peer parenting groups and 

individual parenting education, a home visitor parent support person, a private agency intact family worker and 

two respite care givers. While the services were expansive, no assessment of the motherôs ability to 

independently parent, considering her history of trauma and mental illness, was conducted. The intact worker 

assigned to the case, upon finding the mother overwhelmed and in tears, considered the need for possible 

custody or at least an assessment of her parenting capacity, but the assessment was never conducted.  
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Just as the motherôs parenting capacity was not fully assessed, neither was her need for treatment of mental 

illness. The mother was connected with parenting resources but not mental health treatment. Workers noted the 

motherôs lack of participation in therapy, refusal to take medication and use of marijuana. The worker 

encouraged the mother to engage in treatment, but never specifically connected the lack of treatment of mental 

illness as a risk to the children.  The motherôs acceptance of services was certainly a strength, but service 

providersô observations of the motherôs lack of progress was not operationalized.  

 

These assessments became all the more important when child protection investigations involving bruising to a 

toddler and reports of domestic violence began. Though the child protection investigators appropriately sought 

out consultation for the bruising, the cumulative issues should have prompted a more intense scrutiny of the 

motherôs parenting abilities. When looked at as a case with a parent who suffers from mental illness, who uses 

substances, who lacks an informal support system, whose formal support system expressed concerns, has 

consistently lacked parenting skills, and who may have been in a violent relationship there was no doubt that a 

more formalized assessment was needed. Such an assessment would likely have supported court intervention.     

 

During the intact family services case, the toddler was observed with facial bruising on four different occasions, 

the first being two months after the case opened.  Around this time the mother had a new boyfriend and there 

were also reports of domestic violence. The bruises resulted in three child protection investigations for cuts 

welts and bruises by abuse over a five-month period. Two of the investigations were unfounded and the third 

was posthumously indicated for allegation cuts, welts, bruises, abrasions, and oral injuries by neglect and 

allegation substantial risk of physical injury/environment injurious to health and welfare by neglect. A child 

protection investigation was also initiated following the childôs death for allegations of death by neglect and 

substantial risk of physical injury/environment injurious to health and welfare by neglect; the mother and her 

boyfriend were indicated on both of the allegations. 

 

After the childôs death, DCFS took custody of the eight-month-old sibling placing her with a licensed foster 

family, who had previously provided the mother with respite care. The mother gave birth to a third child 14 

months after the death. That child was placed in the same foster home.  

 

1.  Parenting youth in care with significant mental illness who are 

aging out of care should have a parenting capacity assessment, 

and if warranted, be referred to a Parenting  

Assessment Team.  

 

The Departmentôs Psychology and Psychiatry Administrator and Department psychologist will work with 

TPSN to refer identified youth for a Parenting Capacity Assessment or to the appropriate Parenting Assessment 

Team.  Department staff have had several meetings with TPSN regarding the process.  Revisions to P302, 

Appendix J also included language on referring those youth with significant mental illness for a Parenting 

Capacity Assessment. 

 

2.  Clinical should appoint a liaison with TPSN to help determine the appropriateness of parent capacity 

assessments and referrals to parenting capacity team assessments for parenting youth in care. 

 

The Clinical Division has appointed a liaison, the Psychology and Psychiatry Administrator and a psychologist 

to be the liaison between Psychology and TPSN.  Several meetings have occurred with the Senior Vice President 

of TPSN to discuss the OIG recommendations and how the Psychology and Psychiatry Program can be of 

support.  The TPSN structure and its programming was discussed. TPSN materials were provided and discussed.  

     

3.  Clinical should regularly train TPSN staff on parenting capacity assessments and parenting capacity 

teams. 

OIG RECOMMENDATIONS /  
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Department psychologist and liaison to TPSN met with the provider to discuss training needs of TPSN staff 

and a training plan is being developed.     

 

4.  As previously recommended, any family with three or more child protection investigations within a 

year (for one or more persons living in the home) should be reviewed by DCFS management to ensure 

that underlying issues are being addressed. 

 

The Department agrees.  A memo was sent to all child protection requiring a review by the Area Administrator 

of any family receiving two unfounded and an indicated report to assess for court involvement.  SOR Reviews 

are also occurring with the Intact Utilization Unit and Quality Assurance on these cases.   

 

OIG COMMENT: The OIG recommendation does not limit the management review to two unfounded and one 

indicated case, but rather that anytime a family with three or more child protection investigations, whether they 

are indicated or unfounded, should be reviewed by DCFS management. In addition, please provide the OIG 

with documentation that the stated reviews by the Intact Utilization Unit and Quality Assurance are occurring, 

and any outcomes or action steps identified.  

 

5.  This report should be shared with the Area Administrator, Regional Administrator, and others they 

deem appropriate. The DCFS Administrators and the local agency should develop protocol for future 

communication and collaboration. 

 

The Regional Administrator shared and discussed the OIG Report with the Area Administrator of the involved 

field office. The Area Administrator shared the OIG Report with the child protection supervisors as a teaching 

tool and ensured there is communication/collaboration in the future involving mutual clients.  There is a 

representative from Child Abuse Council who participates in Quarterly Judgeôs Meetings and quarterly POS 

meetings in this area. 

 

6.  The Department should develop transition procedures and interagency collaboration similar to 

Procedures 302, Appendix N (Transition Planning for Wards with Developmental Disabilities) for 

pregnant and parenting youth in care with significant mental illness who are aging out of care. Policy 

Transmittal 99.14 discusses creating interagency agreements, which might also be helpful with this 

population. 

 

The Department agrees. ILCS 505/42 requires an intergovernmental agreement be made with DCFS, DHS, 

DHFS, ISBE, DJJ, IDPH, and DOC to assist with housing, educational, and employment support.  Part of this 

intergovernmental agreement deal with the development of transition procedures for our developmentally 

delayed youth.  Through our data tracking using the Illinois Longitudinal Data System, our DD youth will 

already be identified and shared with DHS. DCFS agrees with development of an IGA and will work with the 

other agencies to complete.  DCFS is now a member of the Illinois Longitudinal Data System, which does have 

the capability of identifying youth with behavioral health issues.  

 

7.  This report should be shared with independent living organization for educational purposes. 

 

The Inspector General shared the report with the agency.  

 

8.  Intact family services providers should have full access to case/family history for families they serve. 

 

The Department agrees. The ability to do this requires an IT solution, this is currently being discussed with DoIt 

staff.     

 



 

21 
DEATH AND SERIOUS INJURY INVESTIGATIONS 

DEATH AND SERIOUS INJURY INVESTIGATION 4  

 

A nine-month old girl died as a result of multiple injuries due to assault by her mother. 

There was a pending child protection investigation against the mother at the time of 

the childôs death.  

 

Five weeks prior to the childôs death, the hotline was contacted by a mandated reporter regarding the motherôs 

five and six-year-old children whom were living with their paternal grandparents and visiting with their mother 

occasionally. The reporter alleged that while the five and six-year-old children were visiting their mother, the 

motherôs paramour pushed one of the children to the ground by the neck. At the time of the report, the six-year-

oldôs last name was incorrectly reported to the hotline and the mother and paramourôs names were unknown. 

The reporter was also unaware that the mother had an eight-month old, a two-year-old and three-year-old in her 

care; therefore, these children were not added to the investigation at the time of the hotline call.  

 

Following assignment, the child protection investigator interviewed the five and six-year-old children at their 

elementary school. The six-year-old reported that he last visited his mother the previous weekend at the hotel 

where his mother and her paramour were living. The six-year-old denied ever seeing his mother or her paramour 

harm his brother but stated that he did see his mother and her paramour argue with one another, but they did 

not hit each other. During the investigatorôs interview with the five-year-old, the five-year-old reported that his 

motherôs paramour had pushed him to the ground twice but that he did not know if the paramour was upset or 

just playing with him. The five-year-old stated that his mother told the paramour not to do that to her son and 

then told the five-year-old not to tell anyone because it was a secret. In an interview with OIG investigators the 

child protection investigator reported that neither children reported that there were other children living with 

their mother.  

 

In an interview with the paternal grandmother, the grandmother reported to the investigator that she had been 

caring for her five and six-year-old grandchildren for three years so their mother could get a job and secure 

stable housing. The grandmother provided the motherôs name, phone number and address and reported that the 

mother lived in at a hotel with her paramour. The grandmother reported that the five and six-year-old children 

reported that their mother got into a verbal argument with her paramour at the last visit but stated that she had 

never had any concerns following visits with their mother. The grandmother did not report that the mother had 

other children in her care.  

 

The next day, the investigator left a message for the childrenôs mother and received a return call the following 

day. The investigator scheduled an interview with the mother at the local DCFS field office. During the 

interview at the DCFS field office, the mother told the investigator that she lived at a hotel with her boyfriend 

and her five and six-year-old lived with their paternal grandmother but were visiting her at the hotel the previous 

weekend. The mother reported that during the visit her boyfriend tripped over a cord and as he fell grabbed her 

son and both fell. The mother reported that everyone was laughing. The mother denied that she or her boyfriend 

physically disciplined her sons. According to the investigator, the mother did not report that anyone else lived 

in the hotel with her therefore the investigator was unaware that she had a two-year-old, three-year-old and 

eight-month-old also living with the mother and her boyfriend. The investigator was also unaware that the 

mother had two prior unfounded investigations because the investigations were not linked in SACWIS and 

investigators only have access to investigations linked to their assigned investigations. The investigator was 

also unaware that the mother had placed her two-year-old, three-year-old and nine-month-old with the Safe 

Familyôs program for four months and the children had returned to her care just two months prior to the hotline 

call.  

 

One month after the investigator interviewed the mother at the DCFS field office and while the investigation 

was still pending, the motherôs nine-month-old child died as a result of multiple injuries due to assault by her 
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mother. The child sustained skull fractures, facial bruising, brain hemorrhaging, injury to the liver and fractures 

in various stages of healing. The childôs mother admitted to throwing her daughter against a dresser twice to 

get her to stop crying. The death was ruled a homicide due to assault and the mother was charged with murder.  

 

1.  Child protection investigators should have full access to the 

hotline narratives of expunged-unfounded investigations. 

Immediate access to this information is critical to the safety of 

both children and the workers.  

The Department agrees.   Investigators have the ability to review hotline narratives on expunged/unfounded 

reports. If it is a report not connected to their case, the supervisor and manager have universal access and can 

provide the information to the worker.   

 

OIG COMMENT: Although supervisors and managers have universal access to SACWIS the child protection 

investigators are limited to viewing the expunged/unfounded reports linked to their assigned investigations and 

yet are responsible for conducting the person search. If the Department fails to address this issue there will 

continue to be cases like this investigation where child protection investigators were unaware that the family 

not only have a prior history with DCFS but also have other children that the investigator is unaware of due to 

the limited access. The oversight ultimately ended in a childôs death.    

 

2.  Front-line workers (child protection, permanency, licensing, and intact family services) need training 

on conducting a thorough person search in SACWIS and training on how to access and utilize the hotline 

narratives of expunged-unfounded investigations.  

 

DNet instructions were issued on how to search and access unfounded expunged cases. This was also a 

discussion topic at a child protection meeting. 

 

3.  Procedures 300, Reports of Child Abuse and Neglect, should be amended to clarify that observation 

of the environment and a scene investigation is required for all allegations and should be completed in a 

timely manner. 

 

The Department does not agree.  Observation of the environment is required for all allegations, but a scene 

investigation is required only on certain allegations.  This is still under review by the Department.  

 

OIG COMMENT: Procedures 300.60 addresses scene investigations and Stateôs, in part, that the child 

protection investigator should consult with the child protection supervisor to determine which environments 

require a scene investigation. In Appendix B required activities include a scene investigation which is to observe 

and photograph the environment where the harm occurred and create a timeline. In addition to observing the 

environment, the child protection specialist shall conduct a scene investigation per Procedures 300.60, Scene 

Investigation.  
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DEATH AND SERIOUS INJURY INVESTIGATION 5  

 

A three-and-a-half-year-old girl was found seriously injured after witnesses observed 

a man get out of the car, walk to the rear passenger side door, and reach through, 

beating the girl on the head. The man was later identified as her motherôs boyfriend and the father of her younger 

half-sister (the motherôs one-year-old daughter). The girl sustained critical injuries, including two lacerations, 

a cut lip, a black eye, and swelling around her face. Her mother was found dead, and it was later revealed that 

the boyfriend had run her over with a car.  The familyôs intact family services case had been closed two months 

prior to the incident.   

 

The familyôs first involvement with the Department was after police reported that 

the victim, then age one, and her older half-brother and half-sister, then ages nine 

and five, respectively, were left alone in the house for a period longer than 20 minutes. Police had arrived to 

follow up on a 911 hang up call. Their mother first told police and child protection investigators that she had 

left to go to the grocery store, then later told the investigator that she was in the garage putting toys away when 

the police arrived. The mother was indicated for a Lack of Supervision (allegation #74) and was court ordered 

to complete parenting classes. 

 

A second report was made when the motherôs boyfriend (the alleged perpetrator) took their daughter, then five 

weeks old, and refused to return her. According to the report, the mother and her boyfriend had gotten into a 

fight, after which he took her car. When he arrived back at the house, they continued to fight, and the boyfriend 

left again with both the car and the child. Police requested that he bring the child to the station, and the following 

morning, the boyfriendôs mother brought the child in. No charges were filed since the infant was returned to the 

mother unharmed within 24 hours. The Department determined the allegation was unfounded noting that the 

infant was unharmed and citing that the father ñtook the child to spend time with herò despite the motherôs 

claim that he could have taken the child with her permission at any time.   

 

Less than three days after this incident, a third report was made to the Department after the victimôs older sister 

was left behind at a gas station. According to the report, the child was left at a gas station after her mother asked 

her to get out and open the carôs rear hatchback. In a statement to police, the mother said her boyfriend was 

acting ñerratic and foolish,ò and she asked her daughter to get out and open the hatchback when the mother 

realized she could not get out. When the child exited the vehicle, the boyfriend drove away. Police reported to 

the scene, where they called the mother. According to the initial report to the Department, the mother sounded 

frantic on the phone and said, ñlet me out, he wonôt let me outò (indicating the boyfriend). Police determined 

that the boyfriend had left the child at the gas station purposefully and arrested him. In speaking with the police, 

the boyfriend stated that he was afraid to leave the mother alone after she had said that morning ñI donôt want 

to do this no more,ò which he thought meant she didnôt want to live any more. The mother told police she was 

fearful of her boyfriend.  

 

Both the mother and boyfriend were indicated for substantial risk of physical injury/environment injurious to 

health and welfare by neglect. Rationale for the finding included an ongoing pattern of domestic violence in the 

home, verbal altercations between both parents (as witnessed by the children), and evidence that ñboth parents 

displayed a blatant disregard for parental responsibilities.ò The Child Protection supervisor also stated the 

mother continued to put the children at risk of harm by allowing the boyfriend into the home.  

 

The investigator never contacted the Departmentôs clinical division or made a referral for a domestic violence 

consult despite indicators of domestic violence identified in the initial domestic violence screening. In the 

Inspector Generalôs investigation, the Departmentôs Administrator for Domestic Violence Services noted that 

the incident between the mother and father was concerning and that this was clearly an escalation from the 

second report.  
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The children were also marked safe in the initial CERAP despite three threats being identified. The investigator 

noted the mother stated she would be seeking an order of protection. It was also noted that the boyfriend was 

in jail and thus, out of the home. In the follow-up CERAP three weeks later, no safety threats were identified 

even though the three initial threats were not adequately addressed. The investigator noted that the children did 

not report any fears or concerns about being in the home, and there were no observable marks or bruises.  

 

Intact services were initiated following the child protection investigation. Services identified included: 

parenting classes and domestic violence counseling for the mother and anger management for the boyfriend. 

The family was also referred for in-home family counseling.  

 

The intact worker visited the family weekly throughout the month of August and biweekly from September 

2017 to January 2018 after a critical decision was made by the worker and supervisor to decrease visits. During 

these visits, the boyfriend was also occasionally present. Interviews with both the mother and the children 

revealed that while he did not live with them, he was over frequently and did sleep over. Early on, the mother 

also indicated to the intact worker that she never intended to get an order of protection against the boyfriend; 

she later told the intact worker that she told the investigator that she was intending to file an order of protection 

against the boyfriendôs mother.  

 

The intact worker noted that it was very difficult to engage the family in services. Each time a visit was made, 

the worker would ask both the mother and boyfriend, when he was present, if they had started their respective 

services. The mother never completed parenting classes. She did call for a family counseling appointment, but 

it was soon revealed that the family was taken off their service list after the mother did not return their phone 

calls. When she was re-referred for counseling, the mother was not at home during her scheduled in-home visit. 

In November 2017, the mother stated that she no longer wanted to engage in counseling services. The intact 

worker made a referral for anger management classes for the boyfriend, but he never followed up. He also never 

provided the worker with his own address, stating that he had recently moved. By January 2018, neither party 

had engaged in services. 

 

The intact case was closed in late January 2018. Rationale stated was that there were no further incidents of 

abuse or neglect and the mother had been provided with community resources and referrals for services. In 

addition, it was the intact workerôs understanding that the boyfriend was no longer active in the family per 

reports from both the children and the mother. At the closing visit, however, a ñminor went upstairsò and 

observed the boyfriend sleeping. It was noted that this was not disclosed to the worker by the mother. The intact 

case was still closed.  

 

Approximately two months later, the police responded to a hit and run incident. The boyfriend had physically 

assaulted the mother, gained possession of the car, and ran over her. He then drove off in the car with the victim 

and her younger half-sister in the back seat. Witnesses saw him physically assaulting the girl. The boyfriend 

then fled the scene. He was apprehended by police in a neighboring town. The mother was found dead, and the 

two children were taken to the hospital. 

 

According to the police, the incident began with a domestic dispute between the mother and boyfriend. The 

mother was taking the boyfriend back to live with his parents. While in route, the boyfriend began physically 

assaulting the mother. The mother attempted to leave the car but was overpowered. The victim and her younger 

sister were placed with their maternal grandmother, who had a restraining order against the boyfriend after a 

previous violent altercation. The older siblings were placed with their biological father.  

 

The boyfriend was indicated with Allegation #11, cuts bruises welts abrasions and oral injuries, and Allegation 

#10, substantial risk of physical injury/environment injurious to health and welfare. He was charged with first 

degree murder.  
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1.  The Department needs to design a system where it is alerted to 

an agencyôs decision to close a case because of parentsô non-

compliance with services, where critical service objectives remain 

unmet. The Department would then need to assess the current safety of the children and determine 

whether a call to the hotline or the Stateôs Attorney was warranted.  

  

Private providers of intact family services must notify the Department of parental non-compliance, to have 

those cases reviewed for closure. 

 

OIG COMMENT: Please provide the OIG with the process for reviewing and making a final decision in these 

cases; the logic set used to close or continue to engage with the family and the next steps when a family refuses 

services. Also, please provide the point person from the Department to whom notification is made when there 

is parental non-compliance.  

 

2.  In cases of violence and risk of violence, the CERAP should include an assessment of the custodial 

parentsô protective capacity, which could change as new facts are learned. In this case, had the motherôs 

protective capacity be noted as positive because of her decision to get an order of protection ï 

backtracking on that decision warranted a reexamination of her protective capacity. 

 

The Department agrees.  Staff will be reminded that assessing safety is ongoing, as new information is received 

that could impact safety, it needs to be considered.  The Deputy of Child Protection holds a weekly call with 

the Area Administrators where this issue is routinely addressed.  The issue will also be addressed in ongoing 

training occurring in 2020 in all four regions. Revisions to CERAP will place renewed focus on ongoing 

assessment of parental protective capacity.      

 

3.  The DCFS Supervisor in question should receive non-disciplinary counseling for approving a closing 

CERAP that failed to identify known safety threats. 

 

The supervisor was given a non-disciplinary counseling session. 

 

4.  This report should be shared with the involved private agency.  
 
The Inspector General shared the report with the private agency.  The Inspector General met with the agencyôs 

administrators and a member of the Board of Directors to discuss the findings and recommendations made in 

the report. 
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DEATH AND SERIOUS INJURY INVESTIGATION 6  

 

An eight-month-old baby died as a result of asphyxia due to entrapment in a couch 

while co-sleeping with his mother. At the time of the babyôs death, there was an open 

intact family services case. An investigation for medical neglect and failure to thrive had been pending for ten 

days prior to the death. 

  

 

The deceased baby was his single motherôs tenth child; her six youngest children 

were all under the age of six years old. The motherôs five youngest children were all 

born prematurely and had multiple medical issues. When her eighth and ninth children (twins) were nine months 

old, the mother had her first involvement with the Department. The twins were born prematurely and one of 

them had significant medical complications. The twin was hospitalized due to new onset seizures and 

respiratory distress. At discharge, multiple follow-up appointments were set with multiple specialists. The twin 

missed several of his medical appointments resulting in a report to the hotline for medical neglect. The child 

protection investigation closed unfounded due to insufficient evidence, after it was determined that the missed 

appointments were largely due to lack of transportation and mother was referred for transportation service 

through the hospital.   

 

However, after this investigation closed, the mother continued to miss essential medical appointments for the 

twin. Seven months later, another investigation was opened against the mother for medical neglect. After 

picking up his son from his motherôs home, the father brought his son to the hospital due to respiratory distress. 

The hospital social worker reported that the son would have been visibly struggling to breathe which should 

have been noticed by the mother. The mother was indicated for medical neglect as the treating physician 

reported that the mother had continuously failed to follow through with specialty medical appointments for her 

medically complex child.  

  

During that child protection investigation, the mother stated that her sons sometimes slept in bed with her. The 

child protection investigator cautioned her about safe sleeping practices, stated that the children should not co-

sleep with her, and observed appropriate sleeping arrangements for all the children in the home.  

 

A High-Risk Intact Family Services Case was opened with the Department for ongoing support and monitoring 

of the childrenôs medical appointments. Despite intact involvement, the mother continued to struggle, and the 

children continued to miss medical appointments. The intact caseworker visited regularly but relied on the 

motherôs self-report that she was taking the children to their appointments. Two months after the intact family 

services case opened, the motherôs oldest three children, all teenagers, went to live with their fathers for summer 

break. The mother had relied on her teenage children for help caring for the younger siblings. The intact family 

services worker did not provide the mother with any additional support after the teenagers left the home.  

 

Five months after the intact family services case opened, the primary care doctor called the hotline to report 

that the children were still missing medical appointments and concerns that the mother had not taken her eight-

month-old son for weight checks as he was significantly underweight. A child protection investigation was 

opened against the mother for medical neglect and failure to thrive.  The child protection investigator and intact 

worker visited the home and observed the house to be clean but there was minimal food and the mother reported 

she did not have any formula for the baby. The family had been receiving public aid, but it had been cut off 

recently. The intact family caseworker told the child protection investigator that she was working with the 

family to re-establish benefits.  

 

Ten days later, the baby died and an investigation for death by neglect was opened against the mother. The 

investigator and her supervisor went to the motherôs home and observed the home to be unclean; there were 
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few items in the home, minimal food and hundreds of gnats in the kitchen and bathroom. There were no baby 

items in the home and the bedrooms were empty except for new beds. There were no sheets or clothing and 

beer cans were in the cabinet in the bathroom. The supervisor noted that the basement was flooded with sewer 

water and there was no door to the basement that could be closed to stop children from going down, creating a 

safety hazard due to the ages of the children. Despite this, the intact family caseworker, who had been in the 

home the day prior, stated she had no concerns.             

 

After the death, the other children were under safety plans with their fathers or relatives and were brought to 

the pediatrician. A review by a child abuse pediatrician found that the younger children had not been attending 

their regular appointments and were inadequately cared for because of this. The doctor also noted that the eight-

month-old boy did not suffer from medical complications like his older siblings did and thus he was not 

medically neglected but was failure to thrive. The amount of food the mother reported feeding the boy, between 

four to six ounces every two to three hours, according to the pediatrician, did not make sense with the minimal 

amount of weight he had gained. Medical neglect against the mother was indicated for the babyôs siblings but 

unfounded for him, while failure to thrive against the mother was indicated for the baby.  

 

Four of the babyôs older siblings, including the three teenage children, reported to the investigator that when 

they lived in the motherôs home their mother slept in the same bed as the twins and the baby. However, they 

denied ever being without food. The investigator observed an interview of the mother by the police and noted 

that the mother was slurring her words; she admitted to the police that she had been drinking prior to coming in 

for her interview. She also admitted to drinking the night before the baby passed away. No breathalyzer was 

given to the mother the morning after the baby died, but the detective stated that the mother smelled of alcohol 

that morning. She stated she fell asleep while watching a movie on the couch and woke up at 1 or 2am and put 

the baby in the pack-n-play. The mother stated that the Department never told her not to sleep with her children 

despite records showing an investigator cautioning her about safe sleeping practices. After the interview, the 

mother entered inpatient treatment for alcohol. The child protection investigation was indicated against the 

mother for death by neglect to her eight-month-old.  

 

1.  The Office of the Inspector General and DCFS Training will 

use a redacted version of this case for training purposes, including 

how to effectively communicate with medical providers and the 

importance of including all available family members in case planning.   

 

The Office of Learning and Professional Development will incorporate and use the redacted case in the 

Dialoguing with Doctors content of the Child Protection curriculum.  The Office of Learning and Professional 

Development will also incorporate and use this redacted case in the Assessment units of both Intact and 

Placement Foundations curricula, where child well-being and service planning is discussed.   

 

2.  All high-risk intact family services cases should have the option for the supervisor to request a 

contracted licensed clinician to conduct the Integrated Assessment as occurs in placement cases. A 

redacted version of this case will be shared with DCFS Integrated Assessment Coordinator.   

 
The Department is drafting a letter which will be issued to all POS agencies and Intact Family Services staff. 
 

3.  At the transitional visit, the intact family services worker should obtain general consents to obtain and 

share information with all providers to the family.  

 
The Department issued a notice to all POS agencies and Intact Family Services staff about obtaining specific 

consents, not general consents.     

 

OIG RECOMMENDATIONS  / 

DEPARTMENT RESPONSES 
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4.  Due to the complexity of confidentiality and consents, the Department needs to provide clear and 

specific guidance, beyond written procedures, for Intact Family Services caseworkers to understand what 

information can be shared and who can share information with providers with and without consents.  

 
The DCFS Office of Legal Services (OLS) is currently drafting a memorandum providing additional guidance 

to Intact Family Services regarding confidentiality and consents.  OLS anticipates completing the memorandum 

by January 2020.   The Office of Learning and Professional Development will also incorporate the language 

into all Foundations curricula, where Procedures 431, Confidentiality of Personal Information of Persons Served 

by the Department of Children and Family Services, is discussed. The simulation team will produce a 

"simulation video" illustrating a conversation between a client and staff highlighting the type of information 

that can be released and shared.     

 

5.  The Department should create a form similar to the CFS 600-5 Release of Information for DCP 

Investigations for Intact Family Service Cases to allow intact family services caseworkers to obtain 

medical information from medical providers without a consent. 

 

The DCFS Office of Legal Services (OLS) is reexamining this issue and anticipates completing its analysis by 

January 2020.  OLS is currently drafting a memorandum providing additional guidance to Intact Family 

Services regarding confidentiality and consents.  OLS anticipates completing the memorandum by January 

2020.  DCFS continues to analyze this issue and will update the form, if necessary, and will consider the 

applicability of HIPAA, as suggested. 

 

6.  The DCFS Nurse should be assigned for the duration of intact family services cases involving medically 

complex children. Their duties should include attending home visits with the intact caseworker to meet 

with the family, attending medical appointments with the family and the intact service worker, 

communicating with medical providers, assisting with the medical and health related sections of the 

integrated assessment, and participating in Child and Family Team Meetings to help the family develop 

a plan to ensure that the children receive their required medical care.  

 

The Department agrees. The DCFS Nurses continue to be available to support Intact Family Services, for 

participation in staffings, CFTMs and CIPPs for medically complex children as part of the clinical team, for 

nursing consultation and to provide any needed support.   An informational transmittal, which will provide 

information to the field as to how they can access DCFS Nursing in cases involving medically complex children, 

was discussed. This transmittal will also include information regarding DCFS Nursingôs availability for 

participation in staffingôs for medically complex youth, other recommended staffing participants, and expected 

outcomes from these staffings.  

 

OIG COMMENT: The Department update does not address the need for nurses to be available when necessary 

to meet with the family, attend medical appointments with the family and the intact service worker, communicate 

with medical providers, and to assist with the medical and health related sections of the integrated assessment.  

 

7.  Non-custodial parents of children involved in Intact Family Services must be contacted or attempted 

to be contacted during the first two weeks of the case and be included in the initial integrated assessment, 

unless ruled out with management approval. 

 

The Department is issuing a reminder to the field on the requirement for non-custodial communication that their 

child is part on an open case.   

 

OIG COMMENT: The requirement that the Intact Family Services worker must contact or attempt to contact 

the non-custodial parent during the first two weeks should be incorporated in Procedures.  
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8.  Child and Family Team Meetings should be required within the first 14 days and additionally at least 

once a month for intact family services cases.  

 

The Department does not agree.  Procedure for CFTM is within the first 45 days.  Intact staff are already 

reaching out to families earlier and making timely referrals for services. Intact Family Services may not even 

know all the players in the first fourteen days of a case, hard to pull everyone together in that short of a 

timeframe.   The Department will make efforts to get families together earlier and set more realistic milestones, 

but not 14 days. The Department will remind the field that they should hold a CFTM on Intact Family Services 

cases no later than 45 days from case opening.   

 

OIG COMMENT: Placement cases require Child and Family Team Meetings occur within the first two weeks 

of the case opening, then at 40 days and again at least quarterly. Intact cases should be consistent with the 

same schedule as placement cases. Presumably youth in care are in safe placements, while intact families 

continue to have a certain level of risk and service needs should be addressed as soon as practicable.  At a 

minimum, the Department should track Child and Family Team Meetings for Intact Family Services cases and 

monitor when they occur.  

 

9.  A redacted version of this report will be shared with DCFS Nursing Unit.  

 

The Chief Nurse reviewed relevant issues related to the OIG report with the DCFS Nurses at their departmental 

meeting.  The Chief Nurse will review and share the redacted report with DCFS Nurses.   

 

10.  The Inspector General reiterates its recommendation from OIG Report 17-1643 that, at the 

transitional visit in Intact Family Services cases with a medically complex child, the child protection 

investigator and the intact family services caseworker should request that the parent sign consents for 

the worker to communicate with the childôs medical home regarding the childôs health and medical care 

management. 

 

DCFS Procedure 302.388 is currently being revised to make this change, as well as other changes to intact 

family services.  The Office of Legal Services is working with the Office of Child and Family Policy to ensure 

the changes are made.  

 

11.  The Inspector General reiterates its recommendation from OIG Report 17-1643 that in Intact Family 

Services cases involving medically complex children, the caseworker must convene a staffing, within 30 

days of receiving the case, with the health care professionals involved with the family and parent(s) to 

discuss the childôs care and assess parentôs needs for tangible and emotional support.  

 

A CFS109 has been submitted to the Office of Child and Family Policy to add the language to procedures.  A 

Policy Guide will be issued in the interim.  Updates related to required nursing referrals will also be added to 

the same policy guide.   
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DEATH AND SERIOUS INJURY INVESTIGATION 7  

 

Ten children between the ages of three months and fifteen years died as a result of 

injuries sustained in a house fire. The children were reportedly left alone with no adult 

supervision and the home had no working smoke detectors. A mother of three of the children that perished in 

the fire had no prior contact with the Department; a mother of one of the children, had an unfounded report for 

inadequate supervision. Another mother of one of the children had an unfounded investigation for medical 

neglect. The mother of five children that perished in the fire had twenty unfounded and one indicated child 

protection investigations over fourteen years and had her own history of a youth in care.  

 

 

The Inspector General investigation determined that the mother was overwhelmed 

with the demands of a special needôs child, rebellious adolescent boys and stresses 

of poverty.  Hotline reports on the mother fell into categories of environmental neglect, the autistic child 

wandering and later school staff concerns.  Early reports to the hotline mainly came from anonymous callers, 

often it seemed the family had disputes with landlords, and several were unfounded in the initial stage as the 

family was in the midst of moving and therefore the issue did not remain or was being corrected.  Each 

investigation, considered on its own, outlined concerns that while perhaps troubling, did not in the assessment 

of the child protection investigator and supervisor rise to the level of being indicated, except for the single 

indicated report. That report was indicated after one of the children, who suffered from autism, left the house 

in the very early hours of the morning and was found wandering by police. The child was taken to the hospital. 

Eventually a police officer familiar with the family recognized the child and alerted the mother. The mother 

was indicated for inadequate supervision but installed new locks so the child could not get out and declined 

intact services.  Many of the unfounded investigations resulted from the mother correcting some problematic 

conditions prior to the closing of the investigation. However, there was a resumption of the conditions, as 

evidenced by continued calls for child protection investigations. The mother did not accept the offer of intact 

family services. The mother voiced that she would accept referrals but never followed up on them. Further the 

father, though caring for the children at one point, was rarely involved in the later investigations, even as a 

collateral.  

 

At the time of the fatal fire, all the prior child protection investigations had not been linked to the mother of the 

five children that died and most of the investigations had been expunged in accordance with the records 

retention requirements. Prior to August 2017, any information on investigations that had been expunged 

(whether indicated or unfounded) would not have been available to child protection workers when they 

conducted a data search.   In August 2017, the Department began the process of keeping the State Central 

Register number, date, narrative of the call, subjects and allegations of investigations as a record of contact with 

DCFS.  This information was eventually available to child protection investigators when they were assigned to 

an investigation. The actual investigation, if expunged, is not available. As of January 1, 2019, the Department 

must keep unfounded investigations for five years.   

 

The twenty-one-child abuse and neglect reports when viewed together, showed a pattern of unstable housing, 

inadequate supervision and chronic neglect. As school, behavioral health, and community records indicate, the 

chronic neglect lead to adolescent boys who were struggling with behaviors, frustration and possible violence. 

The mother did not participate in the services to which she was referred for herself or her children. The 

surrounding community, including schools and law enforcement, were aware of this familyôs struggles and 

made reports to DCFS to intervene and help, these calls for help were not successful. The family history, alone, 

if fully available, could have provided the workers and supervisors the information to better identify trends and 

understand the family to be able to successfully intervene.  
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1.  In a previous investigation of the death of a toddler (IG 17-

2911) the Inspector General recommended that any family with 

three or more child protection investigations within a year (for 

one or more persons living in the home) should be reviewed by DCFS management to ensure that 

underlying issues are being addressed. The OIG reiterates that recommendation for this report. In 

addition, the Department should have a system for documentation of that review which includes 

indicating the tasks to be completed, who will complete them and how the plan will be monitored.   

 

The Department agrees to consider the recommendation. The Department is revising procedures around SORs 

(subsequent oral reports), looking at and working with research group on changes to practice and policy.  

 

OIG COMMENT: The Departmentôs response to this recommendation in the previous report (#17-2911) was 

as follows:  

The Department is already handling this issue with a sequence report along with screening reminders. 

The Department has alerts in place on SACWIS for any family with an open case who is the subject of 

a new investigation. This alert is on both the investigator and intact workerôs desktop.  In addition, a 

third sequence report is in final development stages and the intent is to also add it to the report manager 

for SACWIS which can be pulled up at any time to identify families with multiple reports.  Additionally, 

on a daily basis, a report is sent to all child protection and intact management that identifies all 

currently open intact cases and any new reports associated with that family.  Searching capabilities 

have been expanded and staff are now able to search by address to determine if there may be more 

subjects or investigations associated with that household that they should be assessing and considering.  

Finally, the sequencing has been changed to follow along whether an investigation is unfounded or 

expunged so that staff get a truer ñreadingò as to families that have come to the attention of the 

Department multiple times. Area Administrators participate in many of these reviews and understand 

their role is to review cases with a more critical lens and identify and assess any underlying issues. 

 

Has the Departmentôs position changed? Which research group is the Department working with? What is being 

addressed in the revisions to the procedures for SORs (subsequent oral reports)?  

 

2.  The Department should train supervisors on how to assess the full history of the family and how it can 

be used in the evaluation of the family. When a child protection investigation commences, a family history 

should be completed, maintained and updated each time the Department receives a new report. The 

family history should be available to subsequent investigators/caseworkers.  

 

The Department agrees to train supervisors on assessment and use of the family history. Training is currently 

in development.  The Child Protection Deputy Director is actively having conversations with Regional 

Administrators and Area Administrators on their weekly calls.  This issue continues to be addressed in quarterly 

DCP supervisorsô meetings while training is being developed.    

  
3.  The Department should evaluate the current Child Welfare Services referral system for efficacy and 

responsiveness. The evaluation should include reviewing timeframes for a CERAP, a response time 

frame, and service provision time frames and determine needed improvements. 

 

The Department agrees. This will be addressed through the implementation of HB1551. Procedures 304 will be 

updated accordingly. 

 

OIG RECOMMEND ATIONS / 
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4.  The Department should develop a management group that liaisons with other community partners to 

assist in developing comprehensive plans for families with consistent contact with DCFS, law 

enforcement and concerns from school and behavioral health providers.  

 

There are already a number of groups that liaison with other community partners.  The Department has seen 

success in the 360 model and will continue to expand that model across the state. The goal of the 360 model is 

to meet the needs of our client population by streamlining a process by which all agencies exchange information, 

know resources, and can bring case or client challenges to the table to problem solve them.  The parties can talk 

about service needs that are missing, and jointly problem-solve.  They can refer from one agency to the other. 

Involved stakeholders include public/ private agencies; community service organizations: substance abuse, 

homeless shelters, counseling centers; local community action groups; schools/day care/early childhood 

organizations/crisis nursery and law enforcement.   
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DEATH AND SERIOUS INJURY INVESTIGATION 8  

 

A three-year-old youth in care died in a house fire in his relative foster home. At the 

time of the fire, the youthôs foster mother and his siblings were not at home and the 

foster motherôs roommate was asleep in another room.  

 

 

The boyôs mother was investigated and unfounded twice prior to her children coming 

into the Departmentôs care. Three years before the toddler died in the fire, the 

Department investigated the mother for cuts welts and bruises after it was reported that the motherôs five-year-

old said his mother caused the bruise on his forehead. The report was unfounded. A year later, the Department 

investigated and unfounded the mother for environment injurious after it was reported that one of the children 

brought a screwdriver to school and reported he had access to needles at home.  

 

Ten months before the fire, the Department received an anonymous report that the mother threatened to kill her 

children ages one, three, seven and eight.  The report also alleged that the seven and eight-year-olds had been 

expelled from two schools for misconduct and had been psychiatrically hospitalized. After their discharge, the 

mother failed to obtain prescribed treatment or medication for them. Additionally, the reporter stated that the 

mother and her paramour beat the older boys, bruising their backs and legs. The Department investigated the 

mother for substantial risk of harm, environmental neglect, and medical neglect, and investigated the motherôs 

paramour for cuts welts and bruises.  Three weeks into the child protection investigation, the child protection 

investigator received videos from an anonymous source showing the mother, who was pregnant with her fifth 

child, choking her eight-year-old, who gasped for breath, and harshly jerking the one-year-old. The mother was 

charged with two counts of aggravated battery of a child. The Department was granted temporary custody of 

the motherôs four children and placed them in the home of an elderly relative. The child protection investigator 

failed to assess the home for safety. Two weeks later, another child protection investigator went to the home 

and determined it was unsafe for the children. That child protection investigator moved the children to the home 

of a maternal cousin, however background checks of all the adults in the home were not completed.    

 

An assessment of the children recommended full-scale psychiatric evaluations, medication management and 

individual therapy for the two older boys; a special education re-evaluation for the seven-year-old, a case study 

evaluation for the three-year-old; and a referral to the DCFS Education Liaison.  The childrenôs caseworker told 

Inspector General investigators that obtaining medication for youth in care is often frustrating and difficult. 

Less than three weeks after he was placed with the cousin, the eight-year-old was psychiatrically hospitalized.  

 

Three months after the children were placed with the cousin, the cousin became concerned about the seven-

year-oldôs inappropriate behavior to his one-year-old sibling. The cousin had the seven-year-old assessed at a 

psychiatric hospital. The Department was notified and opened an investigation against the foster mother for 

inadequate supervision and substantial risk. After a child protection investigation, the report was unfounded.  

The seven-year-old was in a partial hospitalization program for just under three weeks before an incident 

occurred at school leading to a three-week psychiatric hospitalization.    

 

After his brother was hospitalized, the eight-year-old exhibited aggressive behaviors at school, and he was 

psychiatrically hospitalized for twelve days. Two days after he was discharged, he again became aggressive and 

was re-hospitalized for another three weeks.   

 

Three months before the fire, a clinical staffing convened. The team, comprised of a facilitator, two consulting 

psychologists, the foster parents, and the foster care case worker and her supervisor, recommended referring 

the older boys for specialized foster care. The team recommended that the foster parent/cousin seek a therapeutic 

day school for the seven-year-old, and that she obtains a specialized foster care license, Intensive Placement 
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Stabilization services through the Department, and respite care. The team noted the seven-year-old had no 

psychotherapeutic services or medication follow-up since being discharged from a psychiatric hospital four 

months earlier. The team recommended a psychological evaluation, a psychiatric assessment and monthly 

follow-up to the consulting psychologist.  

 

Six weeks before the fire, the older brothersô cases were transferred to a private agency for specialized foster 

care services. The two younger siblingsô cases remained with the Department. The foster mother told the new 

caseworker that she was having trouble getting the boysô medications. She stated that she was required to contact 

the hospital and request refills on the last day of the month, and if she failed to do it that day, she had to wait 

another month to receive the prescriptions. The specialized caseworker told the foster parent to take the boys to 

the emergency room to get medication if needed.  

   

One month prior to the fire, the team held another clinical staffing. The foster mother reported that she was 

struggling to get an appointment with the assigned psychiatrist for the boys and continued to struggle getting 

their medications. The team recommended a different psychiatrist. The foster mother was still not receiving 

Intensive Placement Stabilization services through the Department. The team insisted it was imperative that the 

foster parent begin receiving these services immediately.    

 

Two weeks before the fire, the foster parent brought the older boys to the emergency room for medication. The 

specialized caseworker met them at the hospital and the boys stated they had not been taking their medications 

for two weeks.  The hospital recommended a partial hospitalization program for the eight-year-old, but the 

foster parent said this was not feasible, as it was too far from her home. A week later, approximately eight 

months after the children became youth in care, and at the request of the specialized foster care agency, the 

older boys were finally accepted into a local trauma center for outpatient psychiatric services.  

 

Three days before the fire, the caseworkers visited the foster home. The caseworkers had to enter through the 

rear of the apartment building as the foster parent claimed the door was jammed and the landlord needed to fix 

it. She did not disclose she was served an eviction notice 35 days earlier.   

 

At the time of the fire, the foster parent was still unlicensed. In interviews with Inspector General investigators, 

it was apparent both caseworkers assumed the other caseworker was responsible for getting the relative foster 

parent licensed. Neither caseworker determined who else was living in the home with the children. The cousinôs 

paramour, the paramourôs cousin and her son, and a roommate were living in the apartment at different times.  

 

On the morning of the fire, the foster parent left the three-year-old sleeping in the apartment while she went to 

get the older boys from the friendôs house. According to the foster parent, she woke up her roommate and told 

her she was leaving and that the three-year-old was sleeping in the bedroom.  The roommate, however, stated 

that she was asleep and did not remember the foster parent telling her this. About fifteen minutes after the foster 

parent left the apartment, the roommate called her to tell her there was a fire. The foster parent asked if she got 

the three-year-old out of the apartment, but the roommate stated she did not know that he was in the home. The 

three-year-old was found deceased in the apartment by firefighters.  

 

The other children were removed from the foster mother and placed in another foster home. The day after the 

fire, the eight-year-old was psychiatrically hospitalized. The seven-year-old was hospitalized a few days later. 

They were placed in a therapeutic residential treatment facility. The one-year-old sibling was placed in a relative 

foster home.  

 

1.  The Department should review this case to determine the 

appropriate level of discipline for the C-sequence child protection 

investigator and her supervisor for their failure to: (a) ensure the 
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children were in a safe home with either relative; (b) refer this case to the Office of Legal Services and 

Clinical Division to consider whether the mother committed one or more egregious acts which could be 

used to terminate her parental rights and next steps to take in that process; and (c) complete the HMR 

Placement Safety Checklist. 

 

The Department is reviewing the case for appropriate discipline.  

  

2.  The Department should review this case to determine the appropriate level of discipline for the 

Department caseworker for her failure to: (a) obtain background checks of the adults in the cousinôs 

home; (b) contact the DCFS Educational Liaison, as recommended by the Integrated Assessment, to 

ensure the older boy received the therapeutic day school his IEP required and that both boys were not 

repeatedly and illegally suspended from school based upon their disabilities, and (c)  complete the Home 

Safety Checklist for the cousinôs apartment. 

 

The Department is reviewing the case for appropriate discipline.   

 

3.  The Department should review the process for foster parents/relative caregivers to obtain medications 

for youth in care in a timely manner.  It should not require children, who are known to need psychotropic 

medication, to wait months to receive it.   

 

The Department agrees.   However, the procedure for consent for medication once referred by a psychiatrist 

should not be altered. Rule 325 has created a system which promptly identifies and evaluates the needs of 

children for psychotropic medications, provides timely access and monitors children on such medication, while 

recognizing the risks that such medications pose, particularly if they are not prescribed and monitored with care.  

The two youth in this report have multiple consent approvals for psychotropic medications.  The majority of 

consents were initiated by hospitals. The issue in this case was linkage to a psychiatrist, not the approval process 

itself.   

 

Furthermore, this should resolve itself with the Managed Care rollout. 

 
OIG COMMENT: The OIG was not recommending any changes to existing Rule or Procedure 325.  Was there 

a review of why these youth waited months to receive their medication? How will this issue be resolved through 

the Managed Care rollout?  

 

4.  The Department should require caseworkers to obtain and review psychological evaluations and social 

work assessments, which schools must obtain before classifying children as disabled and placing them in 

special education.  

 

The Department agrees that caseworkers should obtain psychological evaluations and assessments, this is 

already required in Procedures 314.   The Department will look at the wording in P314 and add more specificity, 

if needed.    

 

5.  The Department should ensure POS agencies promptly release the SACWIS credentials of Child 

Welfare Employees who leave their employment. 

 

The Department agrees.  APT will ensure that POS agencies understand that when employees leave their 

agency, they must clear all cases from that employeeôs name and submit a CYCIS ID form for deactivation to 

DCFS CYCIS request within 48 hours.     
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6.  The Department should ensure DCFS and POS Licensing check the homes of relatives, even when the 

relative does not want to be licensed, to determine the homes are safe, or make sure the assigned 

permanency worker does so.   

 

The Department agrees.  

 

7. The Department should reinforce and re-train staff regarding the Home Safety Checklist to ensure it 

is satisfactorily completed at appropriate milestones, and specifically before a child protection 

investigator or caseworker permits a child to be placed in a home. This reinforcement and retraining 

should also include obtaining background checks for all the homeôs adult residents.  

 

The Department agrees. 

 

8. This report should be shared with the private agency which is currently assigned this case. 

 

The Inspector General shared the report with the private agency currently assigned the case. 
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DEATH AND SERIOUS INJURY INVESTIGATION 9  

  

An eight-year-old boy and his five-year-old sister died in a fire at their family home. 

Their mother and one sibling were able to exit the home during the fire and another 

sibling and the father were not at home. At the time of the fire, the ninth child abuse/neglect investigation was 

pending against the parents. 

 

 

This family has an extensive history with the Department. Ten years prior to the 

deaths, the mother was investigated and indicated for medical neglect after medical 

staff reported concerns that the mother was not complying with medical treatment recommendations for her 

four-month-old infant son. Four years later, the mother was investigated and unfounded for medical neglect for 

failing to take her newborn daughter for follow-up medical appointments for an irregular heartbeat. The mother 

also continued to smoke around the newborn and the then four-year-old son who had asthma despite medical 

recommendations that she cease smoking around the children.  Seven months later, the mother was investigated 

and indicated for inadequate supervision and substantial risk of physical injury/environment injurious to health 

and welfare by neglect after the police went to the home to execute a search warrant for drugs and found the 

mother in possession of meth and sleeping on the floor. The mother was arrested for possession of meth. Her 

children, ages six, four, three-years-old and seven-months-old, were present in the home and were taken into 

protective custody. The father was in jail during this investigation. The children were placed in foster care for 

over two years.  The mother complied with her service plan and the children were returned home, a decision 

based in part on the fact that the father was not residing in the home.  

 

Five weeks after the children were returned to their mother, the Department investigated and unfounded the 

parents for substantial risk of harm after the parents were involved in a physical altercation and the father broke 

the windows in the motherôs van. The police were called, and the father was arrested. At the time of his arrest, 

the father told police he was living with his three boys and their mother and that he and the mother had been 

drinking all day. This investigation was unfounded despite the police officerôs statement that it would be 

dangerous for the children if the dad lived in the home.  

 

Two months later, the police contacted the Hotline after responding to an emergency call at 6 am of three 

missing children, ages nine, seven, and six. The boys had left the house during the night and were found playing 

inside an ambulance ten blocks from their home. This was the second time within a month the three boys had 

left the home in the middle of the night. As the parents took immediate action by calling the police once they 

realized the boys were gone, and they added locks to the doors, the investigation was unfounded.  

 

Four months later, the mother was investigated and unfounded for inadequate supervision after the school 

reported mom was looking óglassy eyedô and school officials suspected she was using meth.  It was also reported 

that the childrenôs attendance at school was declining. The allegation of inadequate supervision was unfounded 

based on no evidence that the children were left unsupervised.  

 

Three months later, school personnel contacted the hotline again reporting mom appeared to be using meth as 

she was skinny, and her teeth were rotting. The father had recently been released from jail and was also skinny 

and had sores on his face. This investigation was unfounded as the investigator and supervisor determined there 

was not enough credible evidence that the mother was using illegal drugs, and she appeared stable and able to 

parent the children appropriately.  

 

Nine months later, school personnel again contacted the Hotline to report suspected drug use by the parents and 

one of the children reporting there was no heat or running water in the house. This investigation was unfounded 

for substantial risk of harm and environmental neglect as the investigator observed the home to be clean and 
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appropriate with electricity and running water.  Both parents submitted to a drug screen which did not detect 

any drug use.  

 

Two months after the previous investigation was unfounded, the ninth child protection investigation against the 

parents was initiated for Substantial Risk of Physical Injury/Environment Injurious to Health and Welfare and 

Head Injury by abuse after school personnel contacted the Hotline, for a third time in a year, to report the eight-

year-old son disclosed that he was scared for his five-year-old sister.  He stated their parents had been fighting 

and their father punched their mother in the eye and made it bleed.  He stated his eleven-year-old brother got 

into the middle of the fight and their father hit him with a metal pole and the mother hits his brother with a belt. 

It was further stated, both parents use meth. The paternal grandmother told a school counselor that the father 

has a $100 a day meth habit, the water and heat had been turned off, the family only have space heaters to heat 

the upstairs, and food is limited. This child protection investigation was pending at the time of the fire.  Six 

thirty-day extensions were granted for this investigation, resulting in the investigation continuing for seven 

months. 

 

Upon assignment to that child protection investigation, the investigator went to the school and observed the 

three older children. The nine-year-old had a bruise on his leg that he attributed to a fall, dirty ears, eczema on 

his arm, and a scratch on his nose. The eleven-year-old had a ñcouple of bruisesò but the investigator noted that 

they appeared to be from ñmore normal child bruising.ò The investigator attempted to see the five-year-old at 

her preschool; however, school staff told the investigator that they had dismissed the child from their program 

for lack of attendance. The investigator did not ask the children about the allegations because they were 

scheduled for forensic interviews the next day. The investigator completed the safety assessment, and it was 

approved by her supervisor, before the children were interviewed. 

 

After unsuccessfully trying to locate the parents, the police took protective custody of the children to drive them 

to and from their forensic interviews. The seven-year-old stated that he got spanked once with a paddle, his 

eleven-year-old brother got spanked once with the belt, and that their dad had spanked all the boys.  He stated 

that the power had been turned off a couple of times and one time they did not have water. He further stated 

that one time his dad made momôs eye bleed and then they all went to their grandmotherôs house, because they 

were scared.  He stated that the five-year-old hides in the corner of the room when the parents fight while he 

and his brothers protect her. The eleven-year-old reported physical violence between the parents and that mom 

goes back and forth between dadôs house and her boyfriendôs house when they fight. He further stated that his 

glasses were broken once when his dad spanked him and that they used to get spanked with a paddle, but now 

they get spanked with a belt on the back of their legs.  

 

Three days later the investigator went again to the family home, but the parents would not let the investigator 

into the house. They did agree to speak with her outside. The five-year-old was observed eating a sandwich and 

looked clean and dressed appropriately. When the investigator asked the parents about their meth use, both 

parents got upset and went back into the house, taking the five-year-old with them.  

 

After six weeks with no family contact, the investigator interviewed the eleven-year-old at his school. He told 

the investigator that the police came to their house and took his father because he threatened to kill himself. The 

father was psychiatrically hospitalized. He stated that he and the five-year-old were in the room when his father 

made these statements and they were scared. The investigator did not obtain the police report.  

 

Two months after the investigation was initiated, the investigator went to the home again, to complete her 

closing safety assessment. Again, the parents would not let her into the house for the required visual inspection; 

however, they did talk with the investigator outside. The mother said she still did not have identification needed 

for the drug test.  The investigator then talked to the older boys at their schools. The investigatorôs case notes 

of the interviews document no concerns or observed drug use. However, supervisory notes and an Inspector 
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General interview with the investigator confirmed that the eleven-year-old told the investigator his parents had 

an argument and the father ñjumped onò the mother. He also described items he had seen in the home that 

resembled drug paraphernalia. The eleven-year-old further told the investigator his mother hit him with a belt 

on the legs for not listening to her. Noted in the supervisorôs notes, the eleven-year-old told the investigator that 

ñit is worse nowò than when they first were returned home from foster care because the parents argue all the 

time and it was scary.  

 

Subsequently, over a five-month period, the investigator was directed by her supervisor to prepare a petition to 

order the parents to comply with services. This petition was not filed with the court by the investigator until 

after the death of the two youngest children.  

 

Approximately five months after the investigation was initiated, the mother called the investigator to report that 

she and the children were moving in with the maternal grandmother as she and the father were not getting along. 

Up until the time of the fire, the investigator believed the mother and children were living apart from the father 

at the grandmotherôs home. However, the investigator never contacted the grandmother or went to that home to 

verify this information.  

 

The supervisor directed the investigator to refer the mother for intact family services so she would have a service 

plan to follow, and the goal would be to stabilize the family and get her and the children on a healthy track. The 

mother agreed to this plan and the case was assigned to an intact family services agency, but case handoff had 

not occurred at the time of the fire.  

 

Despite the multiple hotline reports of the parentsô suspected drug use and a history of drug use, the investigator 

did not have the parents complete drug testing until six months from the start of the investigation. When the 

mother was screened, she had amphetamines and meth in her system. In an interview with Inspector General 

investigators, the investigator stated that in this region the closest drug screening place was approximately forty 

minutes away which made it difficult to accommodate her schedule.  

 

During the investigation, Inspector General investigators learned the mother was involved in a twelve-step 

program and her sponsor was the step-daughter of the investigator assigned to the ninth investigation. The 

investigator did not disclose this possible conflict of interest to the Area Administrator. 

While the investigation was pending, the hotline was contacted to report that law enforcement received a 911 

call for a house fire.  The mother and her ten-year-old son were the only two family members who were able to 

get out of the home. Three children were in the upstairs bedroom watching TV and sleeping when the fire 

started. The ten-year old went downstairs to tell his mother he saw flames and the floor was hot. The mother 

went to the bedroom and saw flames in the doorway, but it was too hot to enter the room where the five and 

eight-year old children were. Both children died in the fire. At the time of the fire, the home had no power and 

there were extension cords running from a neighborôs home with some of the extension cords spliced together. 

The room where the children were sleeping had a space heater. The condition of the home was poor, as there 

was garbage throughout the home and the gas oven was open and being used to heat the home. The father was 

at the store and the eleven-year-old son was at his grandmaôs house when the fire broke out. The investigation 

was indicated. The parents have both been sentenced to five years for child endangerment. The two surviving 

siblings have been placed in foster care.  

 

1.  The area administrator and child protection supervisor in this 

field office should be disciplined due to their lack of attention to 

details and follow-up when supervising child protection 

investigators.   

 

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 
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The Area Administrator and supervisor received a seven-day suspension.    

  

 2.  Since the investigator involved in this investigation no longer works for DCFS and is employed 

presently at the Department of Human Services (DHS) office, disciplinary action may not be an option.  

It is recommended this report be shared with the DHS Secretary and any appropriate supervisory staff 

for the former investigator.   

 

The Inspector General shared a redacted report with the Department of Human Services.   

 

3.  The Department must immediately retrain staff in this region on appropriate responses to parentsô 

refusal to allow entry into the home.  

 

There was a retraining at the involved field office.  The retraining was mandatory for all child protection staff, 

and voluntary for Intact and Permanency staff.  This topic was covered as part of the retraining.  This issue will 

also be addressed statewide at the all DCP supervisors meeting.  

 

4.  The Department should retrain staff in this field office on adequate completion and use of assessments. 

(Safety, Risk, Domestic Violence, Substance Abuse, and Home Safety Checklist). 

 

There was a retraining at the field office.  The retraining was mandatory for all child protection staff, and 

voluntary for Intact and Permanency staff.  This topic was covered as part of the retraining.      

 

5.  DCFS Office of Legal Services should retrain child protection staff in this region on use of the CFS 

600-5 (Release of Information for Child Protection Investigations) and the CANTS 7 (Administrative 

Subpoenas). 

 

In 2020, DCFS Legal will work with DCFS Operations to retrain child protection staff in this region on use of 

the CFS 600-5 and the CANTS 7 (administrative subpoenas).     

 

6.  The Department should consider sending this area/regionôs child protection teams to the Child 

Welfare Training Academy to be re-trained on Procedure 300, which should include accessing the family 

home and completing required assessments accurately and in a timely manner. 

 

The Department agrees.  The Department will consider the feasibility of sending all child protection staff from 

this office through Foundation/Sim Lab retraining.  If not possible, training specific for this office will be 

provided locally by child protection staff and can be completed in a shorter timeframe and more expeditiously 

which is critical for this office.    Upon review, it was determined not feasible to send all the child protection 

staff through Foundation/Sim Lab training.  There was a retraining at the field office.  The retraining was 

mandatory for all child protection staff, and voluntary for Intact and Permanency staff.  This topic was covered 

as part of the retraining.     

 

7.  All investigations pending more than 60 days in this field office should be reviewed to assure family 

and child contacts have occurred in a timely manner and the children are safe.  This review should also 

include looking at assessments to ensure they are timely and properly completed, proper supervision is 

occurring, and there has been follow up on supervision directives.  

 

All 60+ pending investigations were reviewed by the Regional Administrator and the Area Administrator.  This 

review was conducted at the time of the incident. 

 

8.  All extensions approved by the administrator should be reviewed to assure extensions are warranted.  
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All 60+ pending investigations of this administrator were reviewed by the Regional Administrator and the Area 

Administrator.  This review was conducted at the time of the incident. 

 

9. The Department should complete a review of the drug testing process in this region to determine its 

availability to families and ensure immediate drug testing resources for the area are readily available.   

 

The Department agrees. This recommendation is currently in process.    

 

OIG COMMENT: Please provide the OIG with an update as to how the review is being completed and what 

has been done to address the recommendation.  

 

10.  The DCFS Office of Legal Services should review the practice of requesting law enforcement to take 

protective custody for interviewing purposes and retrain staff accordingly.  

 

The Department agrees. This recommendation is currently in process.    

 

11.  The DCFS Ethics Officer and the DCFS Office of Legal Services should ensure child protection staff 

in this field office understand conflicts of interest and what to do in the event they are assigned an 

investigation in which they have a personal relationship with a subject of the investigation. 

 

The DCFS Ethics Officer met with child protection and other division staff in this field office to discuss and 

explain, among other things, conflicts of interest and what to do in the event they are assigned an investigation 

in which they have a personal relationship with a subject of the investigation.   
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DEATH AND SERIOUS INJURY INVESTIGATION 10  

  
A nine-month old male died of lymphocytic myocarditis -- a common form of 

fulminant myocarditis -- after exhibiting seizure-like activity, difficulty breathing, and 

unresponsiveness. While his death was due to natural causes, there was an unfounded child protection 

investigation involving possible medical neglect to his older brother within the year preceding the childôs death. 

 

The familyôs involvement with the Department began in June 2017 after two hotline 

reports from a doctor and a social worker. Both parties reported concerns of possible 

medical neglect for the older brother, who was three years old at the time. The doctor stated that the child was 

born prematurely in March 2014 and had multiple medical issues that required specialist evaluation. Despite 

being told that the child needed to consult a specialist shortly after birth, the parents did not bring him in until 

March 2017. The social worker stated that the child had three complex medical needs and had missed 23 

appointments since October 2016. According to the doctor, the child missed appointments with his audiologist, 

nephrologist, ophthalmologist, gastroenterologist, and kidney specialist. Efforts to positively engage the mother 

in services proved unsuccessful. 

 

An investigation into medical neglect was opened against both the mother and father and was assigned to a 

child protection investigator (CPI) who was new to the Department. The CPI noted that an attempt was made 

to visit the home soon after the investigation was opened in early June 2017. The supervisor instructed the 

investigator to locate and assess the safety of the minor, ensure the child was taken to the doctor for assessment, 

complete a DCFS nursing referral for consultation, assess the safety of other children in the home, and ensure 

that the other children were medically assessed.  

 

The CPIôs documentation was inconsistent throughout the investigation. Between early June 2017 and mid-

July, there was no documentation of activity. This may have been due to his inexperience as well as his high 

caseload. Records showed that the investigator was assigned 17 new investigations in May 2017, 18 new 

investigations in June 2017 (including this investigation), 10 new investigations in July 2017, and 10 in August.   

 

A supervisory note from mid-July 2017 instructed the CPI to update his notes and document efforts to locate 

the minor. In addition, the supervisor instructed the investigator to visit the address listed in the Child Abuse 

and Neglect Tracking System (CANTS) and those found in public aid searches. The first in-person visit was 

documented the day after this meeting. According to the investigator, the mother reported that she had trouble 

following up with her appointments since the provider did not accept her health insurance. The CPI noted that 

the mother and child were home and took photos of the child. He did not note if any other children or family 

members were present in the home. A supervisory note entered shortly after this visit instructed the CPI to 

contact the gastro intestinal (GI) specialist for insight into the childôs recent medical appointment. 

 

The second visit was made in October 2017. Between the July supervisory note and this visit, there were no 

case notes entered by the CPI. When confronted about the lack of documentation, the investigator stated that 

he did visit the mother and child; he further stated that the mother reported recently giving birth to another 

premature newborn. The CPI failed to address the wellbeing of the child and did not assess the home, the other 

children, or ask questions regarding the medical neglect issue. In addition, medical records later submitted to 

the Department showed that the child missed medical appointments between the CPIôs most recent visits. An 

appointment with a pediatric gastroenterologist was missed in September 2017 (the maternal grandmother 

brought the child in later that day), and an appointment with a pediatric nephrology clinic was missed in early 

October 2017.   

 

ALLEGATION  
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These lapses caused supervisors to repeatedly approve extension requests. Three extension requests were made 

between June and October 2017: one in August one in September, and a one in October. The first two requests 

were for ñadditional tasks needed,ò and the last one was due to ñmedical assessment results needed, child to be 

located.ò Documentation from an in-person supervision in November 2017 also noted that the Supervisor 

instructed the CPI to update his case notes, which had not been updated since July.  

 

The investigator spoke with the mother over the phone in early November. The investigator and mother 

discussed a recent conversation the mother had with a hospital social worker. The mother reported that the 

hospital was willing to help her with scheduling and transportation but had not assisted her with her health 

insurance issues. The investigator also reached out to the hospital to confirm the childrenôs recent wellness 

check. In a conversation with the doctor who made the original report, the doctor stated that they had made 

efforts to educate the mother on the consequences of missing appointments. He also said he would make a final 

call on the medical neglect issue after reviewing the charts. The CPI did not follow-up with the doctor regarding 

these statements. 

 

The investigator attempted to conduct his final visit to the home in November 2017. The CPIôs supervisor 

determined that a nursing assessment summary and a doctorôs assessment of medical neglect were still needed. 

The supervisor also noted that the mother had not been consistent with meeting the childôs medical needs. A 

fourth extension was requested in early November, noting that the case needed to be opened for intact services 

and that a medical opinion relative to medical neglect was needed. Investigation extensions continued and 

another extension was requested and approved in December for ñfurther tasks needed,ò and a sixth one was 

approved in January 2018 for ñintact services.ò The seventh extension was requested in February 2018 for 

ñfurther assessment needed.ò  

 

A supervisory note from February 2018 showed the CPI was told to see the children, add case notes, submit a 

final Child Endangerment Risk Assessment Protocol (CERAP), consult the doctor that made the original hotline 

report, complete a nursing referral, and contact the assigned nurse.  The CPIôs supervisor changed throughout 

the case, making it difficult for the CPI to receive needed support and guidance. 

 

Instead of consulting with the doctor that made the original hotline report, the investigator consulted with two 

other doctors. One doctor stated that he would consider medical negligence but did not feel comfortable since 

he hadnôt seen the child in nearly a year. The other doctor indicated that the child was relatively healthy and 

would not determine medical negligence for this reason.  

 

The CPI visited the mother, child, and her newborn in late February 2018; he visited the oldest child in school. 

The investigation was unfounded in March 2018 with the rationale that the doctor did not diagnose medical 

neglect because the child was growing. This investigation was unfounded against the father despite no contact 

with him. No nursing referral was completed. 

 

The childôs death was reported in July 2018, four months after the Departmentôs investigation was closed. The 

maternal grandmother was reportedly giving the newborn a bath when she noticed that he became short of 

breath. According to the grandmother, soon after the infant showed seizure-like symptoms the infant became 

unresponsive. The autopsy found the cause of death to be lymphocytic myocarditis.   
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1.  The Department should amend the unfounded allegation from 

this investigation to unfound the medical neglect allegation 

against the mother instead of the father. 

 

The correction was completed by the Departmentôs Office of Information and Technology Services. 

 

2.  This report should be shared with the involved area administrator for training purposes regarding 

extensions of child protection investigations and supervision. 

 

This Area Administrator is no longer working in child protection; however, the report will be shared.   

 

3.  This report should be shared with the involved child protection investigator for training purp oses. 

 

The report was shared with the child protection investigator.   

 

4.  The Department should reevaluate their extension rule and procedure, develop a new clear procedure 

instructing supervisors and area administrators on good cause for case extension, and train staff on good 

cause for case extension. 

  

Attorneys with the DCFS Office of Legal Services (OLS) have communicated with the Chief Deputy Director 

of Operations and Deputy Director of Child Protection to reevaluate DCFS Rule 300.110 and DCFS Procedure 

300.50 regarding extensions for good cause.  With the support of OLS, Operations/Child Protection are 

considering further instructions and training for Child Protection supervisors and area administrators regarding 

good cause for case extensions. 

 

OIG COMMENT: The Departmentôs response update is nonresponsive. Please provide the OIG with 

clarification on how the recommendation will be implemented.  

 

5.  Department management should review all overdue cases exceeding 90 days to ensure all overdue 

cases are pending for good cause.  

 
The Department reviewed all cases that went beyond 90 days and reminded Regional Administrators of their 

need to oversee this process. Each region now has a plan for on-going review of all cases exceeding 90 days.
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DEPARTMENT RESPONSES 
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DEATH AND SERIOUS INJURY INVESTIGATION 11  

 

A twelve-year-old medically complex boy died after his health declined and his parents 

withdrew life support. There was a pending child protection investigation for medical 

neglect and malnutrition to the boy at the time of his death. 

 

 

The boy had severe developmental delays, seizures, was G-tube dependent and 

wheel chair bound. The boyôs parents had been divorced for eight years. The parents 

had five children together. The boy and two of his siblings lived primarily with their father, while his two other 

siblings lived primarily with their mother. The children had weekend visits with their non-custodial parent. 

When the boy was nine years old, his mother was indicated for substantial risk and cuts bruises and welts after 

the mother admitted to slapping the boyôs older sibling and driving under the influence of alcohol. 

 

Two months prior to the boyôs death, he was taken by ambulance to the hospital after he started seizing at his 

fatherôs home. The hospital social worker contacted the hotline after concerns that the boy had been medically 

neglected and there had been a delay in seeking medical care. A child protection investigation was opened for 

allegations of medical neglect and malnutrition to the boy by his father. The hospital staff reported that they 

wanted to conduct discharge planning with the mother since the boy was neglected while in his fatherôs care.  

 

The child protection investigator visited the motherôs home and deemed it safe and appropriate for the medically 

complex boy and his siblings. The home appeared clean and she had set up a space for the medically complex 

boyôs special needs. The child protection investigator spoke with the boyôs fifteen-year-old sibling who 

appeared neat and clean and said he felt safe in his motherôs home.  

 

The child protection investigator spoke with the father who stated that the boy had been on the same diet, which 

had been approved by a doctor, for three years. The father also stated that he had brought the boy to the doctor 

three times for diarrhea and that his pressure sores had been present for one to two weeks. The father reported 

not remembering what was talked about regarding the medication as the reason why he has not given it to his 

son. During this visit, the child protection investigator spoke with the boyôs fourteen-year-old and eight-year-

old siblings who resided with their father. Both children appeared to be clean and appropriately dressed, and 

reported their dad takes them to their medical appointments.  

 

Ten days after he was admitted, the boy was discharged from the hospital to his mother. Unbeknownst to the 

child protection investigator, the boy was re-hospitalized a week later after developing a fever. He was then 

transferred to a childrenôs hospital. Four days later, the boy was moved to the intensive care unit for difficulty 

breathing. He was intubated for a week. He was discharged to a rehabilitation center a month later but was 

readmitted to the hospital the next day due to respiratory distress; he needed a tracheostomy. He continued to 

decline as his seizures were increasing. A week later, both parents decided to withdraw life support and allow 

their son to pass peacefully.  

 

At the time of the boyôs death, the child protection investigation was still pending from the initial 

hospitalization. A week after the boy died, the child protection investigator contacted the mother to schedule a 

visit with her and the boy to close the investigation. At that time, the mother informed the child protection 

investigator that the boy had been readmitted last month and died last week.  

 

Two months after the death, the child protection investigation for medical neglect and malnutrition was 

indicated against the father. The Department did not investigate the parents for the death as it was due to natural 

causes.  

ALLEGATION  
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1.  The Department should review this case and take appropriate 

disciplinary action as to the involved child protection supervisor.  

 

The child protection supervisor was served with a seven-day suspension. 

 

2.  The Department should review this case and take appropriate disciplinary action as to the involved 

child protection investigator.   
 

The child protection investigator was issued a written reprimand.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 
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DEATH AND SERIOUS INJURY INVESTIGATION 12  

  
A two-year-old was found unresponsive and pronounced deceased after being left in 

the care of his motherôs paramour. The two-year-old suffered a lacerated liver, lung 

contusions, broken ribs, abdominal injuries, and bruising. There was an open intact family services case at the 

time of the death and several unfounded child protection investigations within the year proceeding the death.  

 

The interim report addressed concerns that were raised about two contact notes created and entered into the 

Statewide Automated Child Welfare Information System (SACWIS) by the private agency intact family 

services worker documenting her last visit to the family home three days prior to the death.  
 

 

Six months prior to the boyôs death, the Department investigated the mother for cuts 

bruises and welts after the reporter observed the child with marks on his bottom. The 

report was ultimately unfounded, but the mother agreed to intact family services during the child protection 

investigation. A private agency intact family services case was opened five months prior to the boyôs death. 

The intact family services caseworker made regular visits to the motherôs home; she documented her last visit 

to the home three days prior to the boyôs death. Two contradictory contact notes purportedly documenting this 

visit were discovered following the boyôs death. According to the first contact note, entered the morning after 

her final visit, both the boy and his older brother were home at the time of the visit. Hours after the boyôs death, 

the caseworker entered a second note documenting that only the boyôs older brother was home during the visit. 

As a result of the conflicting notes, and at the direction of the Department, the private agency caseworker was 

placed on administrative duties and was prohibited from being involved in any cases.  

 

The private agency immediately completed its own internal investigation into the conflicting contact notes. The 

agency president personally conducted the investigation, consisting of interviews with the caseworker and her 

supervisor, as well as a review of the caseworkerôs other cases. The private agencyôs investigation determined 

that the caseworker conducted two Saturday visits; one ten days before the death and the other three days before 

the death. The caseworker did not enter her contact note for the first Saturday visit into SACWIS in a timely 

manner. When the caseworker entered her contact note describing her observations made during the first 

Saturday visit, she mistakenly dated it for the second Saturday visit. Upon learning of the boyôs death, the 

caseworker reviewed, corrected and entered into SACWIS a contact note about her first Saturday visit, which 

she previously entered and mistakenly dated as the second Saturday visit. In addition, she entered into SACWIS 

a new contact note about her second Saturday visit. She did not identify either of the two contact notes as 

amended, revised or corrected. She informed her supervisor after entering the contact notes. As a result of the 

internal investigation, the president of the agency determined that while the caseworker did not follow 

procedure, she did not intentionally falsify contact notes. The president imposed a corrective action plan to 

address service and documentation issues that the internal investigation identified.  

 

Inspector General investigators reviewed the SACWIS contact notes, the private agencyôs internal investigation, 

and conducted interviews with the private agency caseworker, supervisor, and the president. The agencyôs 

president described the caseworker as hardworking and one her best workers. She said the possibility of 

falsification never occurred to her. The president said the caseworker was consistent in her explanation and 

found her credible.  

 

Six weeks after the caseworker was put on desk duty, she was terminated from the private agency. The president 

told Inspector General investigators that she was unable to keep the caseworker employed under the restrictions 

from the Department. She stated that while the caseworker was on desk duty, the intact family services program 

was understaffed. The president of the agency told Inspector General investigators that if she had not been 

directed by the Department to put the caseworker on desk duty, this issue would have been addressed with a 
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corrective action plan. The president stated that if the Inspector General investigation found that the caseworker 

could resume her duties, and there was an open position at the agency, the president would rehire this 

caseworker.  

 

The caseworkerôs supervisor told Inspector General investigators that she learned of the boyôs death from the 

Departmentôs Intact Administrator and then informed the caseworker. Later that day, the caseworker informed 

her supervisor that she entered the two additional contact notes in an effort to correct her mistake; that she had 

not seen the boy on her last visit.  

 

The caseworker told Inspector General investigators that she learned of the death from her supervisor by phone. 

The caseworker stated that her supervisor said it was a good thing she had just seen the boy three days earlier. 

The caseworker admitted to Inspector General investigators that she was confused by her supervisorôs 

statements because she had not seen the boy at her last visit. She told Inspector General investigators that she 

looked at SACWIS, realized her mistake, and entered the additional two notes to correct the mistake.  

 

The DCFS Quality Enhancement and APT conducted a field audit of the private agencyôs intact family services 

cases. All open cases with children ages birth to three-years-old, as well as all of this caseworkerôs cases, were 

reviewed. The audit noted areas for improvement but did not note any issues with possible falsification.  

 

The Inspector General investigation found insufficient evidence to suggest that the caseworkerôs intentions were 

to falsify records. Her actions seemed to demonstrate and support that her intent was to correct a mistake.  

 
1. This interim report should be shared with the private agency.  

 

The Inspector General shared the report with the private agency.  The 

Inspector General will meet with the agencyôs administrators and a member of the Board of Directors to discuss 

the findings and recommendations made in the report. 

 

2. The private agency should take whatever personnel action it deems appropriate in light of the Office 

of the Inspector Generalôs investigative findings that the caseworker did not purposely falsify records in 

this case.  

 

The Inspector General will meet with the agencyôs administrators and a member of the Board of Directors to 

discuss the findings and recommendations made in the report. 
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DEATH AND SERIOUS INJURY INVESTIGATION 13  

 

A one-and-a-half-year-old was found by her twenty-two-year-old mother floating face 

down in a swimming pool at a friendôs home where the family was living temporarily.  

There were three indicated child protection investigations against the mother prior to the death and the intact 

family services case closed two months prior to the death. 

 

 

The mother first came to the attention of the Department when she was four-years-

old. She and her older half-brother were in foster care for five months after their 

parents were indicated for substantial risk of sexual injury to her and for abusing the older half-brother.  The 

maternal grandfather died in a motorcycle accident when the mother was eleven. The mother began to drink 

and smoke cannabis every day, but the maternal grandmother never noticed. At the age of sixteen, the mother 

overdosed on pills and tried to hang herself. The mother was diagnosed with bi-polar disorder and major 

depression. By age seventeen, the mother started using methamphetamines and within one month, was a daily 

user. The mother made another suicide attempt and was admitted to a hospital psychiatric ward. That same year, 

the mother went into drug treatment for twelve hours.  

 

As a parent, the mother came to the attention of the Department when the mother was investigated and indicated 

for environment injurious to the health and welfare to the two-month-old, after the hotline was contacted to 

report that the police were called for an altercation between the mother and her paramour (father of the deceased 

baby). The mother became upset, left with her two-month-old infant in a vehicle after she had been drinking 

and was intoxicated; she was also advised not to drive by law enforcement. The mother completed a fifteen-

day detox program but was then discharged from residential treatment.  

 

While the first investigation was pending, the Department opened another investigation against the mother for 

substantial risk of physical injury to her three-month-old infant, after the hotline was contacted to report that 

the mother was staying in a residence that had methamphetamine and cannabis paraphernalia located in the 

home. The mother tested positive for methamphetamines and THC. The mother admitted to using meth and 

reported her last use was the day before. The mother reported to ongoing treatment for substance abuse since 

the age of twelve. The Department took protective custody of the infant and the infant was eventually placed in 

traditional foster care. The investigation against the mother was indicated. The mother completed detox, 

substance abuse and mental health treatment, and all her random urine screens were negative. The now one-

year-old was returned to his mother.  

 

Ten months after the child was returned home, the mother was investigated for substantial risk of physical 

injury/environment injurious to health and welfare by neglect and the paramour was investigated for substantial 

risk of physical injury/ environment injurious to health and welfare-incidents of violence or intimidation, after 

the hotline was contacted to report that an altercation had occurred between the mother and her paramour. The 

mother had reported to law enforcement that she wanted to file a domestic battery report against her paramour 

for a physical incident.  She told law enforcement that she was holding her infant child as her paramour was 

hitting her and at one point, he hit the child in the head; she said the child was not hurt. Her brother witnessed 

the incident. The mother reported breaking up with her paramour and was moving out of the home.  There was 

a history of domestic violence between the mother and paramour. The mother showed the child protection 

investigator her bruises and told him she would obtain an Order of Protection. The investigator screened the 

mother for substance abuse and domestic violence and marked the Child Endangerment Risk Assessment 

Protocol Safety Determination form as ñSAFE.ò The investigation against the motherôs ex-paramour was 

indicated and the investigation against the mother was unfounded. 

 

ALLEGATION  
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An intact family services case was opened for domestic violence education and supportive counseling. Criminal 

charges were filed against the ex-paramour for domestic battery/bodily harm. At a scheduled home visit to 

complete a home safety checklist on the motherôs new home, the mother said she gave temporary guardianship 

of her children to the maternal grandmother. The following day, two months after the intact family services 

case was opened, the case was closed. 

 

Nine months after the intact family services case was closed, the mother was investigated and indicated for 

substantial risk of physical injury/environment injurious to health and welfare by abuse, after the hotline was 

contacted to report that the mother had been abusing alcohol and methamphetamines while supervising her two-

year-old and one-year-old. The children were placed with the maternal grandmother. The mother admitted to 

the investigator to random meth use. The mother asked for help to get into treatment, so she could get her 

children back after she completed an inpatient program. The investigator discussed intact family services and 

the mother agreed to cooperate with services, counseling and drug testing to keep her children. After conducting 

substance-abuse and domestic violence screens and walking through the home to complete a home safety check 

list, the investigator determined, ñno children are likely to be in immediate danger of moderate to severe harm.ò 

The mother said she planned to live with the maternal grandmother and agreed the maternal grandmother could 

keep the children indefinitely. The investigator marked the CERAP as SAFE and the supervisor waived weekly 

monitoring unless circumstances changed.   

 

Two months later the intact worker spoke with the mother who was extremely agitated and wanted services to 

be over. She also said that her and the kids were moving in with the maternal grandmother and that the 

grandmother would keep her off drugs. After the intact worker and investigator discussed the case, the 

investigator suggested the mother first submit for a drug screen before closing the case. The mother agreed and 

the drug screen was negative. It was recommended the case be closed as the mother was refusing services, had 

a clean drug screen, and planned to move in with the maternal grandmother.   

 

Less than two months after the last investigation, the mother found the one-and-a-half-year-old floating dead in 

the pool at a friendôs house where she and the children were staying. The mother said she last saw the baby 

alive at 11:30 p.m., the previous night when she put the children to bed. Around 10:30 a.m. the following 

morning, the mother checked on the one-and-a-half-year-old and saw a lump in the blankets and assumed the 

baby was still sleeping; however, she did not check. At some point, the maternal grandmother left the home. 

The mother thought the one-and-a-half-year-old might have gone with her. As the mother was getting ready to 

leave, she began looking for the one-and-a-half-year-old and found her in the pool. The one-and-a-half-year-

old had drowned in the pool, which had no barrier around it. The police found the ladder next to the pool on the 

ground. Protective custody was taken of the two-and-a-half-year-old sibling the day his sibling was pronounced 

deceased. The sibling was placed in a traditional foster home, but then moved to the home of fictive kin.  

 

During an Inspector General interview of the child protection investigator who investigated three of the four 

reports against the mother before the one-and-a-half-year-old drowned, the investigator was not sure he read 

his own case notes before investigating the B, C and D sequences against the mother. The investigator referred 

the mother a second time for intact family services after she admitted to using Meth. The mother refused those 

services. The investigator asked the intact family services caseworker to drug screen the mother and that one 

screen came back negative. The investigator agreed to close the motherôs intact case for her refusal of services.  

 

Neither the intact family services caseworker, child protection investigator, or his supervisor, asked the Stateôs 

Attorneyôs Office to file a petition to seek court involvement to protect the children. In an interview with 

Inspector General investigators, the child protection investigator and supervisor stated the reason they did not 

seek court involvement was because intact services are voluntary, and the mother had a right to refuse services 

without retribution. The investigator and supervisor stated that based upon experience, they believed DCFS 
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Legal would not help them advocate with the Stateôs Attorney to file a petition against the mother and they 

knew the Stateôs Attorney would not intervene because the motherôs last drug screen was clean.  

 

1.  The child protection investigator should be re-trained on 

Procedure 300 with an emphasis on his duties and responsibilities 

under Section 300.50.  

 

The child protection investigator will be re-trained.   

  

2.  The child protection supervisor should be re-trained on her duties to supervise child protection 

investigators. 

  

The child protection supervisor will be re-trained.  

 

3.  The Area Administrator should meet with the local Stateôs Attorney to discuss cases that require court 

intervention to ensure parents comply with services. 

 

The Department agrees.   Prompted at least in part by a review and report completed by Chapin Hall in May 

2019, the Department is working on a number of initiatives directed at improving practice around child 

protection and intact family services and improving communication and collaboration between the Department 

and court stakeholders.  As part of these initiatives, the Department is collaborating with Chapin Hall and a 

variety of court stakeholders, including, but not limited to, judges, Stateôs Attorneyôs Offices, guardians ad 

litem, public defenders, and the Administrative Office of Illinois Courts.  The Department expects this work to 

lead to, among other things, multidisciplinary trainings; new or amended policies, procedures, and practices; 

and improved systems of communication.  The Department will consider this OIG recommendation in its 

ongoing work in this regard.  

 

OIG COMMENT: How are current cases of non-compliance being addressed as the initiatives are being 

developed?  

 

4.  The involved Department field office should coordinate regular joint meetings with the various 

professionals involved with child welfare cases, including the Stateôs Attorneyôs office, local law 

enforcement, CASA, and private agencies to review cases, procedures, and services and to create a team 

approach to serving abused/neglected children and their families in the community.   

 

The Department agrees.   The Department is working on a number of initiatives directed at improving practice 

around child protection and intact family services and improving communication and collaboration between the 

Department and court stakeholders.  The 360 model will be rolling out in the near future.   

 

5.  This report should be shared with the private agency that provided intact family services. The agency 

should discuss best practices with supervisors, administrators and caseworkers, who should receive 

training on keeping children safe when caregivers refuse to cooperate with intact family services.   

 

The Inspector General shared the report with the private agency.  The Inspector General will meet with the 

agencyôs administrators and a member of the Board of Directors to discuss the findings and recommendations 

made in the report. 

 

 

OIG RECOMMENDATIONS /  

DEPARTMENT R ESPONSES 



 

 

52 
DEATH AND SERIOUS INJURY INVESTIGATIONS 

DEATH AND SERIOUS INJURY INVESTIGATION 14  

 

A six-and-a-half-year-old boy died of failure to thrive and extreme malnutrition. At 

the time of death, the child weighed 17 pounds and was found to have bruising on 

multiple areas of the body, including the right side of his head, his temple and around his neck as well as 

abrasions near his hips and large scars on his hands. A prior child protection investigation for inadequate food 

to the child was unfounded. 

 

 

The father and the biological mother of the deceased child had four children together 

and were divorced when the deceased child was two-years-old. The mother was 

reported to have an opioid addiction. The father remarried and maintained custody of their four children, then 

ages eight, five, three and two.  The step-motherôs two children from a prior relationship, ages eleven and ten, 

also lived in the home. The step-mother had a history with the Department involving her two biological children. 

The Department investigated and indicated the mother for substantial risk of physical injury/environment 

injurious, after she was found to be manufacturing methamphetamine in the home while the children were 

present. The investigation was overturned on appeal. 

 

When the deceased child was five, his teacher contacted the hotline to report concerns about the childôs lack of 

weight gain and strange behaviors with food and eating. The teacher stated that the child seemed consumed 

with food, eating food off the floor. The teacher further stated that the childôs weight when he first began school 

over eighteen-months ago was 26.12 pounds and he currently weighed only 25.2 pounds. The teacher stated 

that she and the school nurse met with the childôs father multiple times and the father reported that the child 

had been seen by his pediatrician, who did not have concerns. The father did not provide any details. The child 

protection investigator contacted the childôs doctorôs office and the staff informed the investigator that the child 

was last seen three years earlier for a two-year-old well-visit and there were no concerns at that time. The 

investigator then contacted the familyôs new physician and learned that the child was accepted as a new patient 

but had never been brought in for an appointment.  

 

The investigator met with the five-year-old child and observed him to be very small for his age.  She also 

observed the child to pick at his fingernails.  The investigator observed no indicators of abuse. During the 

interview, the child stated that he is not fearful of anyone in his home and that if he gets in trouble, he is put in 

time out. When asked, the child stated that he eats regular meals at home. The investigator met with the five 

siblings/step-siblings whose ages ranged from six-years-old to twelve-years-old. All the children stated that 

they were not fearful of anyone in the home and stated that if they were bad, they would get a spanking, but 

were never left with marks. They all reported that the father and step-mother feed them daily.  The ten-year-old 

sibling reported that the father and step-mother feed them every day and depending on how old you are you 

will have more to eat. She further stated that her younger siblings, ages five and six, sometimes eat crumbs off 

the floor and are put in time out for it.  The investigator went to the home and met with the step-mother who 

stated that the five-year-old and six-year-old were obsessed with food. The step-mother stated that she does not 

know if they had this issue prior to her becoming involved with the father and his children, but from what the 

father told her his children's biological mother often made junk food available to all the children as a means of 

pacifying them. The step-mother stated that the two younger children, ages five and six, were in counseling.  

She further stated that the five-year-old constantly wants to eat and stated that neither she nor the father deprive 

any of the children of food and that all the children are fed regular meals. The investigator observed food in the 

home. 

 

The parents agreed to have the five-year-old seen by a primary care physician. The investigator contacted the 

doctorôs office and the child was seen and referred to an endocrinologist, as the physician believed that the child 

may have an endocrine problem. The father cancelled the appointment with the endocrinologist and was 

ALLEGATION  
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strongly advised to re-schedule. The investigator spoke with the school nurse who reported that the school had 

a meeting with the father and step-mother. The nurse explained that they had offered their help to the family 

and asked the father to sign a release to speak with the childôs doctor, but the father refused, and the nurse 

remained concerned. The nurse reported that the father threatened that he was going to pull the five-year-old 

out of school and that the child has not been back to school since their meeting.  The investigator consulted with 

his supervisor informing the supervisor that the child was seen by the doctor who had no concerns for abuse or 

neglect, and that the child was referred to an endocrinologist for further evaluation. The investigation for 

inadequate food was unfounded.   

 

Almost two years later, the then six-and-a-half-year-old child was pronounced deceased when his father brought 

him to the hospital after finding him unresponsive. The father told hospital staff that the child had been up and 

moving around in the morning before he left for work. He had left the child and his seven-year-old sibling home 

alone and when returned home, he found the six-and-a-half-year-old unresponsive in their basement bedroom. 

The doctors examining the child found bruising on multiple areas of his body including the right side of his 

head, his temple and around his neck. In addition, they found abrasions near the childôs hips and large scabs on 

his hands. The nurse contacted the child's primary physician who stated that the child had not been seen for 

over a year-and-a-half, when he was diagnosed with failure to thrive and referred for follow-up care. The 

coroner determined the childôs death was due to starvation and found 24 injuries to the childôs body, which 

were determined to be due to child abuse. During a forensic interview with the children, one of the older boys 

stated that the father and step-mother would limit the amount of food and water they could have and withheld 

food for punishment, particularly with the deceased child and the seven-year-old sibling. He further stated that 

the deceased child and his seven-year-old sibling were taken out of school about one-and-a-half years ago and 

were ñhome schooled.ò  The seven-year-old sibling was found to be malnourished and was taken to the hospital.  

The police reported to DCFS that the basement where the two boys lived looked like a ñtorture chamberò.  Feces 

was scattered throughout the room and it smelled heavily of urine.  There was a lock on the door from the 

outside, so the boys could be locked in.  The furniture in the basement consisted of a bunk bed with just the top 

bunk having a bare mattress. The father and step-mother were interviewed by police and admitted to depriving 

both the deceased child and his seven-year-old sibling of food. The father and step-mother were arrested and 

the surviving children were placed in foster care. The parents pleaded guilty to first degree murder. The father 

was sentenced to 25 years and the mother 20 years. 

 

This report  should be used in training child protection 

investigators on how to properly and thoroughly investigate an 

allegation of Inadequate Food.  

 

This case will be used as a case example for child protection investigators.  The case is being incorporated into 

training beginning in 2020. 
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DEPARTMENT RESPONSES 
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DEATH AND SERIOUS I NJURY INVESTIGATION 15  

  
A three-month-old infant sustained significant head injuries while both he and his two-

year-old sister were in the care of their father. A child protection investigation was 

pending at the time of the injuries and there was an active Order of Protection against the father, in which the 

children were protected parties.  

 

 

Three months before the infant was injured, it was reported to the hotline that both 

children were improperly dressed for the cold weather, and the residence had a 

broken furnace and no running water. A child protection investigator observed the children and the home. The 

parents were using jugs of water and space heaters while the residence was undergoing repairs. The investigator 

found that although the home environment was lacking, it met the Departmentôs minimal standards. The 

investigation was unfounded. The investigator spoke with the mother about obtaining assistance through DCFS, 

but the mother declined.  

 

Six days after the first child protection investigation was closed, it was reported to the hotline that the two-year-

old child was not properly supervised on two occasions and was injured on the second occasion. The reporter 

also stated that the father attempted to physically assault the mother with a sledgehammer. The mother and the 

children left the home to stay with a family friend, and the mother obtained an order of protection against the 

father. Three weeks after the physical assault, the mother attempted to terminate the order of protection, but the 

Judge denied this request. The child protection investigator called the mother after she learned that the mother 

attempted to terminate the order of protection, but the investigator did not document if she had made any in-

person visits to ensure that the mother was not violating the court order.  

 

Eighteen days after the mother requested to terminate the order of protection, emergency medical services were 

called to the fatherôs residence after the father reported finding his three-month-old unresponsive. At the time 

of the incident, the mother was at work and the children were in their fatherôs care. The father stated that he had 

changed the babyôs diapers, gave him a bottle, and placed him to sleep in his play-pen. When the father later 

checked on the infant, he noticed that the infant was discolored and having trouble breathing, and the father 

called 911. This statement conflicts with a witnessôs account, a paternal uncle who lives in the same building 

who reported that he ran to the fatherôs apartment after hearing a baby crying and multiple ñthudò sounds. He 

reported that he kicked in the door and saw the father ñbounceò the babyôs head off the ground about two times. 

The uncle stated he tackled the father to get him out of the way and grabbed the infant. The uncle noted that the 

father did not want to call 911 because he had an outstanding warrant.  Upon examination at the hospital, 

medical staff documented bruising on the childôs back and bleeding in his right eye. A medical scan revealed 

both old and new subdural and subarachnoid bleeds, which indicated past and recent abuse. Medical staff 

reported that the child was in critical condition.  

 

The mother reported that the day before the infant was injured, she was forced to move out of her friendôs home 

as she was unable to pay the rent. The mother admitted that she called the father and went to stay with him in 

violation of the Order of Protection because she had nowhere else to go. The mother reported that when she left 

for work that morning, the infant had no injuries.  

 

The two-year-old sibling was taken into protective custody and placed in a traditional foster home. She was 

extremely dirty, had a foul odor about her body, was treated for lice, and had multiple head sores from 

scratching. Although medical staff was initially unsure if the three-month-old would survive, he had made slow 

progress. However, he will likely need medical care for the rest of his life. Both children are currently placed 

together in a traditional foster home. 

 

ALLEGATION  
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Almost a month after the three-month-old sustained his significant injuries, the second child protection 

investigation was indicated against both parents for inadequate supervision of the two-year-old. The father was 

also indicated for substantial risk of welfare by neglect due to the domestic violence incident.  

 

The father is currently serving ten years in prison for aggravated battery of a child under the age of three. For 

the third child protection investigation, the father was indicated for causing head injury and bruises to his three-

month-old son. Due to the condition of the residence and how dirty the children were, both parents were 

indicated for environmental neglect of the children. The mother was also indicated for substantial risk to health 

by neglect for both children since she left them in the care of the father, despite the active order of protection.  

 

1.  The DCFS Office of Legal Services should assist with clarifying 

policies and practices regarding safety plans and orders of 

protection. Once developed all staff should be trained 

accordingly.  Although an order of protection can be considered a mitigating factor in a CERAP, it cannot 

be the sole reasoning to close an investigation. Safety plans should be considered as a tool that DCFS staff 

can utilize to better ensure compliance with orders of protection by both the offending and non-offending 

parents.  

 

The Department agrees. Prompted at least in part by a review and report completed by Chapin Hall, the 

Department is working on a number of initiatives directed at improving practice around child protection and 

intact family services and improving communication and collaboration between the Department and court 

stakeholders.  As part of these initiatives, the Department is collaborating with Chapin Hall and a variety of 

court stakeholders, including, but not limited to, judges, Stateôs Attorneyôs Offices, guardians ad litem, public 

defenders, and the Administrative Office of Illinois Courts.  The Department expects this work to lead to, among 

other things, multidisciplinary trainings; new or amended policies, procedures, and practices; and improved 

systems of communication. The Department will consider this recommendation in its ongoing work in this 

regard. In the interim there will be training on safety planning. 

 

2.  Although the involved child protection investigator is no longer in an investigator position, she 

currently works as a call-taker for the State Central Register (SCR). The employee should be re-trained 

on Procedures 300, Reports of Child Abuse and Neglect.  

 
The Department agrees. 

 

3.  The supervisor should be re-trained on his duties to supervise child protection investigators and the 

use of safety plans when there is an existing domestic violence order of protection. 

 

The supervisor is no longer in child protection. If the supervisor returns to child protection, he will be re-

retrained. 

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 
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DEATH AND SERIOUS INJURY INVESTIGATION 16 

 

An eleven-year-old child was taken by his mother from a neighboring state to an 

Illinois facility for hospice services. The out-of-state physicians advised the hospice 

care facility that the eleven-year-old was not dying. After conferring, the out-of-state physicians and hospice 

facility physicians concluded the parents had obtained unneeded medical treatment for both of their children, 

ages, eleven and thirteen, that included medications, surgeries and other invasive procedures which caused some 

irreversible harm.   
 

 

The Department of Children and Family Services has been aware of these children 

since 2010 when the hotline was first contacted about the family. Between 2010 and 

2017, there were four unfounded reports of abuse or neglect. Although DCFS first became aware of possible 

Munchausen by Proxy in 2013, the parents were not indicated for abuse and the children were not removed 

from their parents until 2018.   

 
The familyôs first contact with the Department occurred in 2010 when a counselor contacted the hotline after 

the oldest child, a then-four-year-old girl, reported that her father sexually penetrated her. The father was 

investigated and unfounded for sexual penetration and substantial risk of sexual abuse after the child did not 

repeat her outcry in a forensic interview. During this investigation, the father reported that both his daughter 

and his younger child had multiple medical issues.   

 

Three years later the parents were investigated for substantial risk of physical injury/environment injurious after 

the younger child, then six-years-old, disclosed to his school social worker that his father grabbed the motherôs 

head and shoved it into the wall, causing the wall to crack and grabbed his head and slammed it into the wall. 

The reporter stated the child said it happened a while ago and they had to repair the wall; the child had no marks 

or injuries. The reporter also stated the child and his older sibling are considered medically fragile. The 

investigator spoke to the mother and father, who both denied any domestic violence. The mother stated the six-

year-old might be referring to an incident a year earlier when his father punched the wall. The mother further 

stated that the children were receiving services from a home healthcare agency; however, when the investigator 

spoke to the agency, they stated that they did not work with children or in the county the family was living in. 

The eight-year-old daughter also denied domestic violence. The eight-year-old also stated that she had a feeding 

tube due to celiac disease. The father confirmed the eight-year-old having celiac disease and added two illnesses 

not previously mentioned in 2010 ï cerebral palsy and gastroparesis, a condition that prevents emptying the 

stomach.  

 

During this investigation, a nurse for an out-of-state physician at a pediatric clinic, expressed concern that the 

mother might have Munchhausen Syndrome by Proxy. The nurse reported that the younger child was seen by 

the doctor a week earlier for thrush which is typically treated with oral medication, but the mother demanded 

IV medication. The nurse told the investigator that two physicians, the head of the special needs team at a 

childrenôs hospital and a child-abuse pediatrician, were also concerned the mother requested unnecessary 

medical treatment. The school nurse also expressed concern that the parents involved so many physicians and 

seemed to move slowly from one facility to the next. The investigator advised the nurse that the physicians 

needed to call the Illinois hotline if they suspected Munchausen Syndrome by Proxy.  

 

During supervision, the investigator inaccurately reported: ñThe school has no concerns.ò The investigator 

advised the teacher that the report would be unfounded, but also that the parentsô requests for excessive 

treatment were being scrutinized, and any report by the physicians would be investigated. The Departmentôs 

investigation was unfounded.    

 

ALLEGATION  
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While the prior investigation was still pending, an employee from another state child welfare agency called the 

Illinois hotline with allegations of possible medical neglect by the mother to the younger child. According to 

the reporter, a childrenôs hospital reported concerns that the mother was insisting on unnecessary medical care 

for the six-year-old, exaggerating his symptoms, lying to providers, and causing the child to be prescribed 

medications, including opiate pain medication, that were contraindicated and not needed. The reporter stated 

that the child has many ongoing medical problems and is diagnosed with Chronic Intestinal Sudo Obstruction 

and Congenital Posterior Brain Malformation. The older child is also diagnosed with gastric intestinal problems. 

 

An out-of-state physician reported the mother, who could be difficult, insisted on oxygen and continuous IV 

fluids, which required catheterization, although these interventions were no longer needed. The mother had 

requested another physician, claiming the other physician had not responded to the familyôs needs. The 

childrenôs hospital social worker reported no concerns and described the mother as protective. She also reported 

ongoing communication problems between the physician and the mother. According to the social worker, the 

six-year-old had a new pediatrician at the childrenôs hospital who was not reporting any concerns.   

 

The Department referred the case to a Department contracted child abuse specialist to review the medical 

records and investigative interviews. The physician opined that the mother had not medically neglected the six-

year-old and did not have concerns with the six-year-oldôs past medical procedures or current care. The 

Departmentôs investigation against the mother for medical child abuse was unfounded, since they were unable 

to substantiate the allegation.  

 

Almost four years later, the hotline was again contacted when a visiting nurse from a home health care agency 

reported the children, ages ten and twelve, were routinely catheterized in front of each other despite being able 

to use the toilet independently; and walked around naked in front of each other and the nurses. The nurse 

believed the twelve-year-old had repeated urinary tract infections (UTIs) because her vagina was not properly 

cleaned. The mother told the investigator the children had Mitochondrial Disorder. She put the twelve-year-old 

on ñDepo shotsò to stop her period. The mother stated that neither child had bladder control and required 

catheterization. The twelve-year-old had chronic UTIs because of her medical condition and catheter.  

 

The investigator spoke with the owner of the home health care agency. The mother told this agency the children 

were terminally ill and receiving hospice. Both had several tubes, including G and J tubes, and central lines for 

administering medications.  

   

A physician reported daily contact with the parents. He reported conditions for the twelve-year-old that were 

not reported in 2008, including a skull tumor with resection, ADHD, migraines, tachycardia, sleep apnea, and 

neurological damage to her bowel and bladder. She needed a walker and wheelchair assistance. She also saw a 

urologist at a childrenôs hospital. The physician reported additional conditions for the ten-year-old, including a 

plaque build-up on the walls of his renal artery, osteoporosis, hydrocephalus, factor deficiency (a genetic 

disorder which prevents blood from clotting), and a history of UTIs due to line infections. He had no concerns 

about the family. In August 2017, the Departmentôs investigation against the mother for medical neglect and 

inadequate clothing was unfounded.  

 

Almost one year later, the chief operating officer of a hospice called the hotline to report that the mother had 

been seeking hospice services for the eleven-year-old though he was not terminally ill. During a staffing 

amongst providers it became clear the mother was making different statements to different providers. The 

physicians concluded that the eleven-year-old was not dying nor eligible for hospice. The child was on twenty-

six medications including an opiate pain medication. The child improved in the hospital without some of the 

medications.  
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During this child protection investigation, the out-of-state physician, who had suspected medical child abuse 

five years earlier, reported her belief that the mother might have been drugging her then six-year-old with 

morphine to make it seem he required hospitalization or taking the six-year-oldôs morphine herself. The mother 

tried to convince many providers that the six-year-old needed a third central line, which was ñunprecedented.ò 

The mother insisted the children could not swallow, but the physician overheard the six-year-old ask his mother 

if they could stop for lunch after the appointment. The physician recommended that the children be admitted to 

a larger hospital that could treat them long-term. She also thought a psychologist should be involved to 

determine how far the children had been pulled into their motherôs abusive scheme.   

 

The special education teacher and previous reporter reported ongoing, significant concerns about the childrenôs 

safety. The mother advocated for the children to be removed from school, where they had been successful.   

 

Following this investigation, the parents were indicated for substantial risk of physical injury to health and 

welfare by abuse to both children. The Department took protective custody of the children and they were 

hospitalized. The childrenôs lab results were abnormal and prescribed medications were missing. Their 

potassium and blood sugar levels were significantly elevated; blood sugar normalized upon admission. In 

September 2018, a physician reported the children were stable at the childrenôs hospital. They were taken off 

oxygen and several medications without issue but were exhibiting signs of opiate withdrawal.   

 

The Department was aware of these children since 2010. Although the Department first became aware of 

possible Munchhausen by Proxy in 2013, the children were not removed from their parents until five years later. 

Appendix L to Procedure 300 provides guidelines for investigating reports of Factitious Disorder by Proxy 

(FDP)/Munchausen by Proxy (MBP) syndrome/Medical Child Abuse, noting FDP is a complex form of child 

abuse requiring a carefully coordinated multidisciplinary approach. The Department overlooked many early 

indicators of MCA and missed the opportunity to utilize such an approach. Appendix L Stateôs: Most incidents 

of suspected FDP are based solely on circumstantial evidence. The combination of unique type of evidence 

gathering and criminal properties of the disorder require a multidisciplinary approach and cooperation 

between agencies to avoid error or loss of potential evidence.  
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1.  DCFS should identify child abuse pediatricians who are 

willing to review medical records in cases of suspected Medical 

Child Abuse and help develop an investigation 

procedure/protocol and a stand-alone allegation.  

Appendix L, Factitious Disorder by Proxy (Medical Child Abuse) dictates how to handle these cases. The 

specific Child Abuse Physician is identified in Appendix L. The Deputy Director of Child Protection will 

remind the field that Appendix L is to be referred to and followed. The Deputy Director of Child Protection is 

scheduling quarterly meetings, the first in early 2020 in which the Department will collaborate with the Child 

Abuse Pediatricians on using their medical expertise on Medical Child Abuse cases.   

 

2.  Hotline call-takers or child protection investigators and supervisors should immediately refer any 

report or investigation with any evidence of Munchhausen Syndrome by Proxy/Medical Child Abuse to 

a Child Abuse Pediatrician to create a chart of the date, provider, complaint, and provider comments for 

all the childrenôs medical treatments, interventions and prescriptions.  

This is completed.  The Department shall explore the use of a chart with the CAP physicians.  

3.  When the chart is complete, DCFS should convene a multi-disciplinary team to formulate an 

investigation plan. This team should include law enforcement, stateôs attorney, a Board-Certified Child-

Abuse Pediatrician, hospital legal advisor, child protection investigator/supervisor/area administrator, 

and DCFS Legal.  

The Deputy Director of Child Protection will collaborate with Child Abuse Pediatrician regarding Appendix L 

and their documentation of cases brought to them.  

4.  Team members should search for discrepancies (e.g., multiple providers who received different 

information fro m parents). They should also review public social media to determine whether parents 

may be using their childrenôs alleged illness for personal gain. 

Appendix L dictates how to handle Munchhausen by Proxy (FDP) cases. However, DCFS staff do not have 

access to social media accounts, so Department staff will not search social media on parents they are 

investigating.   

OIG COMMENT: Staff should have access to social media as it can serve as an investigative tool for gathering 

evidence.  

5.  DCFS should consider designating an investigative team and supervisor (perhaps in each region) for 

investigations with an allegation of MCA to ensure appropriate procedures are followed, to participate 

in the multidisciplinary team, and to ensure court involvement to protect the children when necessary.  

Appendix L dictates how to handle Munchhausen by Proxy (FDP) cases.  The Department does not see enough 

of these cases that would warrant a specialized team in each region.   

OIG COMMENT: The Department could have specialized investigators in each region trained to handle the 

types of investigations.  

 

 

 

 

 

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 
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PART II:  CHILD DEATH REPORT 

Inspector General staff investigate the deaths of children whose families were involved in the Illinois child 

welfare system within the preceding 12 months. Inspector General staff receive notification of the death of 

a child from the Illinois State Central Register (SCR), when the death is reported to SCR.1  Inspector 

General staff investigate the Departmentôs involvement with the deceased and his or her family when (1) 

the child was a youth in the care of DCFS; (2) the family is the subject of an open investigation or service 

case at the time of the childôs death; or (3) the family was the subject of an investigation or service case 

closed within the preceding 12 months. Whenever Inspector General investigators learn of a child death 

meeting these criteria, the death is investigated.2  

 

Notification of a childôs death initiates an investigatory review of records. Inspector General investigators 

review the death reports and information available through the Departmentôs computerized records. The 

investigator then obtains additional records including the childôs autopsy reports.3 Records may be 

requested, impounded, or subpoenaed. Then they are reviewed. The majority of cases involve an 

investigatory review of records, often including social service, medical, police, and school records, in 

addition to records generated by the Department or its contracted agencies.   

 

When warranted, Inspector General investigators conduct a full investigation, including interviews. A full 

investigation may result in a report to the Director of DCFS. Individual cases may not rise to a level 

necessitating a full investigation, but collectively can indicate systemic patterns or problems that require 

attention. Inspector General staff may address systemic issues through a variety of means, including cluster 

reports, initiatives, and trainings.  

 

In Fiscal Year 2019 Inspector General staff investigated 123 deaths of children who died between July 1, 

2018 and June 30, 2019, meeting criteria for review. A description of each childôs death and DCFS 

involvement is included in this annual report. During this fiscal year, investigatory review of records was 

conducted in each of the 123 deaths, leading to 13 full investigations. Three of those investigations are 

pending. Comprehensive summaries of death investigations reported to the Director in FY 19, which may 

include deaths that occurred in earlier fiscal years, are included in the Investigations section of this annual 

report. 

 

Eighty-five of the 123 child deaths reviewed by Inspector General staff also underwent a child protection 

investigation of the death. Forty-five of the deaths (37%) were indicated, 33 (27%) were unfounded and 7  

(6%) remain pending. Twenty-four of the deaths were ruled homicide in manner; twenty-one of the deaths 

had a manner of undetermined; thirty-seven of the deaths had a manner of accident; thirty-four of the deaths 

had a manner of natural; seven of the deaths had a manner of suicide. 

  

                                                      
1 SCR relies on coroners, hospitals, medical examiners and law enforcement to notify them of child deaths, even when 

deaths are not suspicious for abuse or neglect. Some deaths may not be reported.  As such statistical analysis of child 

deaths in Illinois is limited because there is no central repository that includes the total number of children that die in 

Illinois each year. The Cook County Medical Examinerôs policy is to notify the Department of the deaths of all children 

autopsied at the Medical Examinerôs office.  
2 Occasionally SCR will not receive notice of a child death and Inspector General staff learn of it through other means.   
3 The Inspector General wishes to acknowledge all the county coroners and the Cook County Medical Examinerôs 

Office for responding to our requests for autopsy reports.   
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SUMMARY  

 

Following is a statistical summary of the 123 child deaths investigated by Inspector General staff in FY 19, 

as well as summaries of the individual cases. The first part of the summary presents child deaths by age and 

manner of death, case status and manner of death, county and manner of death, and child protection death 

investigations by result and manner. The second part presents a summary of deaths classified in five 

manners: homicide, suicide, undetermined, accident, and natural.4 Please note that the term coroner is used 

for both coroners and the Cook County Medical Examiner in the individual summaries.  

 

Key for Case Status at the time of Inspector General investigation: 

 
Youth in Care: Deceased was a Youth in Care. 

 

Unfounded DCP: Family had an unfounded child protection investigation within a year of 

childôs death. 

 

Pending DCP: Family was involved in a pending child protection investigation at time 

of childôs death. 

 

Indicated DCP: Family had an indicated child protection investigation within a year of 

childôs death. 

 

Child of Youth in Care: Deceased was the child of a youth in care, but not in care themselves. 

 

Open/Closed Intact: Family had an open intact family services case at time of childôs death / 

or within a year of childôs death. 

 

Open Placement/Split Custody: Deceased, who never went home from hospital and had sibling(s) in 

foster care or child was in care of parent with siblings in foster care. 

  

Return Home: Deceased or sibling(s) returned home to parent(s) from foster care 

within a year of childôs death. 

 

Child Welfare Services Referral: A request was made for DCFS to provide services, but no abuse or 

neglect was alleged. 

 

Preventive Services/Extended Family: Intact family services case was opened to assist family, but not as a result 

of an indicated child protection investigation. 

 

Former Youth in Care: Child was a youth in care within a year of his/her death. 

 

  

                                                      
4 The causes and manners of death are determined by hospitals, medical examiners, coroners and coronersô juries.    
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TABLE 1: CHILD DEATHS BY AGE AND MANNER OF DEATH  
CHILD AGE HOMICIDE  SUICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

M
o

n
th

s
 o

f 
A

g
e

 

At birth       4 4 

0 to 3  2  8 10 10 30  

4 to 6  1  5 4 1 11  

7 to 11    3  3 6 

12 to 24  3  3 4 3 13  

Y
e

a
r 

o
f 

A
g
e

 

2  5   2 1 8 

3   2 3 1 6 

4 1    2 3 

5 1   3 1 5 

6    1 1 2 

7     1 1 

8 1   1  2 

9  1  2  3 

10      1 1 

11   1  1  2 

12   2  1 2 5 

13  1 1  1 3 6 

14     2  2 

15  2   1  3 

16  3 1  1  5 

17  2 1    3 
18 or older  2     2 

TOTAL 24  7 21  37  34  123  

 

 

TABLE 2: CHILD DEATHS BY CASE STATUS AND MANNER OF DEATH  
REASON FOR OIG  INVESTIGATION *  HOMICIDE  SUICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

DCP Pending  2 2 4 7 4 19 

Unfounded  11 3 9 16 8 47 

Indicated  1 1 1 3 3 9 

Youth in Care  6  2 5 9 22  

Former Youth in Care       -  

Ret urn Home  1   1  2 

Open Placement/Split Custody  1   1 2 4 

Open Intact  2 1 3  2 8 

Closed Intact      2 5 7 

Child of a Youth in Care    1  1 2 

Child Welfare Services Referral    1 1  2 

Child of a Former Youth in Care     1  1 

TOTAL 24  7 21  37  34  123  

* When more than one reason existed for the OIG investigation, the death was categorized based on primary reason. 
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TABLE 3: CHILD DEATHS BY COUNTY OF RESIDENCE AND MANNER OF DEATH  
COUNTY HOMICIDE  SUICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

Alton     1  1 

Bond     1  1 

Boone    2   2 

Champaign  1  1 2 2 6 

Clark      1 1 

Clinton    1 1  2 

Cook  10 3 10 15 11 49  

DeWitt      1 1 

DuPage    1   1 

Fulton      1 1 

Greene      1 1 

Grundy  1     1 

Jackson      1 1 

Jefferson      1 1 

Kankakee      1 1 

Lake  1   1 1 3 

LaSalle     1 2 3 

Logan      1 1 

Macon  1    1 2 

Madison     1  1 

Marion  1    1 2 

Marshall     1  1 

McHenry  1 1    2 

McLean  2     2 

Montgomery    1   1 

Ogle      1 1 

Peoria  2   1 1 4 

Randolph    1   1 

Rock Island    1 2 1 4 

Rock, WI      1 1 

Saline      1 1 

Sangamon     3  3 

St. Clair   1 1  1 3 

Stephenson     1  1 

Tazewell     1  1 

Vermillion     1  1 

Warren     1  1 

Washington   1    1 

Whiteside      1 1 

Will    2   2 

Williamson   1    1 

Winnebago  1   3 1 5 

Woodford  3     3 

TOTAL 24  7 21 37  34 123  
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TABLE 4: CHILD PROTECTION DEATH INVESTIGATIONS BY RESULT AND MANNER*  
FINAL FINDING  Homicide  Suicide  Undetermined  Accident  Natural  Total  

Indicated  11 1 9 22 2 45  

Unfounded  2  10 9 12 33 

Pending  2 1 1 2 1 7 

TOTAL 15  2 20  33  15  85 

*Child deaths in which at least one person was indicated or unfounded for death by abuse or death by neglect. Note 

that persons indicated for death will stay on the State Central Register for 50 years. 

 

FY 2019 DEATH CLASSIFICATIO N BY MANNER OF DEATH 

 

HOMICIDE  

Twenty-four deaths were classified homicide in manner. 

CAUSE OF DEATH NUMBER 

Blunt trauma due to child abuse  9 

Gunshot wound  11 

Cold exposure/environmental neglect  1 

Carbon monoxide intoxication  3 

TOTAL 24  

 

   ALLEGED PERPETRATOR INFORMATION *  

PERPETRATOR NUMBER 

Mother  2 

Father  3 

Motherôs Paramour  2 

Fatherôs Paramour  1 

Relative  4 

Unknown/Unsolved  9 

Unrelated peer  2 

Police Officer  1 

*Some deaths have more than one perpetrator 

 

UNDETERMINED  

Twenty-two deaths were classified undetermined in manner.  

CAUSE OF DEATH NUMBER 

Undetermined  12 

Asphyxia  3 

Sudden unexplained infant death  2 

Complications of prematurity  1 

Carbon monoxide toxicity  1 

Pending  2 

TOTAL 21 
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ACCIDENT  

Thirty-seven deaths were classified accident in manner. 
CAUSE OF DEATH NUMBER 

Asphyxia/Suffocation/Sleep -Related  12 

Blunt trauma injuries  5 

Drug overdose  2 

Drowning  5 

Hanging  1 

Gunshot wound  1 

Carbon monoxide intoxication/Thermal injuries  11 

TOTAL 37  

 

NATURAL  

Thirty-three deaths were classified natural in manner 

CAUSE OF DEATH NUMBER 

Complications Related to Prematurity  3 

Asthma/Respiratory Illness  9 

Pneumonia/Sepsis  4 

Congenital Problem s/Heart Disease   9 

Influenza/Viral Illness  1 

Asphyxia  1 

Complications Related to Cerebral Palsy  1 

Complications Related to Pompe Disease  1 

Complications Related to Muscular Dystrophy  1 

Sudden Infant Death  2 

Undetermined Cause /Pending Autopsy  2 

TOTAL 34 

 
SUICIDE  

Seven deaths were classified suicide in manner 
CAUSE OF DEATH NUMBER 

Hanging  4 

Self - inflicted gunshot would  3 

TOTAL 7 
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In FY 2019, the Office of the Inspector General reviewed 123 child death cases for the prevalence of three 

social issues: Domestic Violence (DV), Mental Health (MH), and Substance Abuse (SA). The presence of 

DV MH SA was indicated if one of the members of the family was affected by these issues. The OIG 

acknowledges that these factors are subjective in nature and were determined by individual OIG 

investigators reviewing the prior history in these childrenôs deaths. The OIG defined Domestic Violence as 

violence between adult caregivers. Mental Health was defined as a professionally diagnosed disorder, 

currently or past history, or self-disclosure of a mental health history. Substance Abuse was defined as 

including a problematic use of drugs or alcohol, both past or present.  

 

Factors Present Accident Homicide Natural Suicide Undetermined 
All 

Deaths 

No factors present 6 8 12 2 8 36 

1 factor present 17 2 12 3 7 41 

2 factors present 10 6 5 2 3 26 

3 factors present 4 8 5 0 3 20 

Total 37 24 34 7 21 123 

 

 
Factors Present Indicated #1 Indicated #51 All Indicated Deaths 

No factors present 4 33.33% 8 66.67% 12 100.00% 

1 factor present 1 6.67% 14 93.33% 15 100.00% 

2 factors present 1 9.09% 10 90.91% 11 100.00% 

3 factors present 1 14.29% 6 85.71% 7 100.00% 

Total 7 15.56% 38 84.44% 45 100.00% 
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Factors Present Non-Homicides Homicides All Deaths 

No factors present 28 77.78% 8 22.22% 36 100.00% 

1 factor present 39 95.12% 2 4.88% 41 100.00% 

2 factors present 20 76.92% 6 23.08% 26 100.00% 

3 factors present 12 60.00% 8 40.00% 20 100.00% 

Total 99 80.49% 24 19.51% 123 100.00% 
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Accident 6 2 7 8 1 6 3 4 37 

Natural 12 2 2 8 0 3 2 5 34 

Homicide 8 1 1 0 1 0 5 8 24 

Undetermined 8 0 2 5 1 1 1 3 21 

Suicide 2 1 1 1 0 0 2 0 7 

Total 36 6 13 22 3 10 13 20 123 
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Child No. 1 DOB: 6/2018 DOD: 7/2018 Accident 

Age at death: 1 month old  

Cause of death: Asphyxia due to co-sleeping on an adult bed with an adult  

Reason for Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narr ative:  One-month-old infant found unresponsive by her mother who was sleeping in an adult bed 

with the infant. The mother reported that she went to bed with the infant around 1:00 a.m. She breast-fed 

the infant around 4:00 a.m., then wrapped her in a blanket and held her close on her left side. Her three-

year-old was lying in bed with the mother and one-month-old. When the mother awoke around 6:00 a.m., 

the infant was unresponsive. The mother called 911 and started CPR. An autopsy was performed, and the 

cause of death was ruled as asphyxia. The Department opened an investigation for death by neglect to the 

infant, by the mother; and for substantial risk/environment injurious by neglect to the deceased infantôs 

three siblings by the mother. The mother agreed to an in-home safety plan monitored by her mother and 

all contact with the children was to be monitored by the maternal grandmother until the results of the 

motherôs urine screen came back. The safety plan was terminated approximately three days later, when 

the motherôs urine screen tested negative. In August 2018, the investigation was unfounded. 

Prior History :  In October 2017, law enforcement contacted the hotline regarding a domestic dispute 

between the mother and father. The mother was angry at the father, who had been keeping in contact with 

the mother of one of his other children. The mother wanted the father to leave, but he couldnôt due to his 

probation. The mother and father went outside with the two-month-old infant in a car seat and were 

screaming, trying to get the attention of neighbors. The police were called. No arrests were made. The 

Department opened an investigation for substantial risk of physical injury/environment injurious by 

neglect to the two-month-old infant, by his mother and father. The domestic dispute appeared to be an 

isolated incident. In November 2017, the investigation against the parents was unfounded.  

 

Child No. 2 DOB: 6/2018 DOD: 7/2018 Accident 

Age at death: 1 month  

Cause of death: Positional asphyxiation unsafe sleeping practices 

Reason for Review: Pending child protection investigation at the time of childôs death 

Action Taken: Investigatory review of records 

Narrative:  One-month-old infant found unresponsive by his mother and father after co-sleeping with 

two adults and two children on an adult-sized mattress. The parents did not have a working phone to call 

paramedics and transported the infant to the emergency room, where he was pronounced deceased. The 

Department investigated the parents for the death. An autopsy found that the infant died from overlay 

and/or bedding asphyxia sustained while co-sleeping on an adult-size mattress with two adults and two 

children. The parents admitted to co-sleeping with the infant and found him not breathing, with blood 

coming from his nose. The parents rushed him to the emergency room where they were unable to 

resuscitate the infant. There was a pack-and-play next to the bed and the parents chose not to place the 

infant in it, despite having been told the dangers of co-sleeping and having been provided a pack-and-

play by the Department. The parents were indicated for death by neglect.  
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Prior History :  The infant was the youngest of six children born to the parents. In 2009 and 2011, the 

mother was indicated for cuts, welts, and bruises to a niece. In October 2010, the Department received a 

report that the mother and her son tested positive for marijuana when she gave birth. The Department 

initiated and unfounded an investigation for substance misuse by neglect, and an intact case was opened 

for supportive services. In October 2014, the hotline was contacted to report that the mother left her 

newborn in the hospital with no calls or visits. The Department initiated and unfounded an investigation 

of abandonment. In June 2018, a physician contacted the hotline to report that the (deceased) infant was 

born six weeks early with no prenatal care and was born at high risk. The infant was reported to have 

difficulty eating but was going to be medically ready for discharge. The mother, who had been transferred 

to another hospital due to high blood pressure after the infant was born, had not been back to the hospital 

to see her infant son. The hospital was unable to get a hold of the mother after numerous attempts, 

including sending the police to the motherôs home. The mother had not called the hospital to see how the 

infant was doing or to check and see if he was ready for discharge. The Department initiated an 

investigation for substantial risk of physical injury/environment injurious by neglect by the parents. The 

investigator observed the infant in the hospital and met with the mother, father and other children at the 

home. The investigator observed all the children to be appropriately dressed and had no signs of 

maltreatment. The investigator explained to the parents that the hospital had been trying to contact them 

and the parents said they did not have a phone. The investigator explained that their son was ready to 

come home when the parents could demonstrate an ability and understanding of his feeding schedule. 

The investigator asked to see where the infant would sleep. The parents said they did not have everything 

for him yet, including a bed. The investigator told the parents that the infant could not sleep in the same 

bed as the other children or the parents. The investigator told the parents that the infant was to sleep 

alone, on his back, with no blankets, and that they needed to practice safe sleep. The parents were advised 

that they needed to be at the hospital and participating in feedings before the baby could be discharged 

home. The parents agreed to go to the hospital and learn the feedings. The family was given a pack-and-

play. The parents learned the feedings and the infant was discharged home. The home was seen again the 

day following the infantôs discharge and the parents and all children were in the home. The investigator 

observed the infant asleep in his pack-and-play and the other children were sleeping on the couches. A 

preventive service case was opened two days before the infantôs death. In October 2018, the investigation 

was unfounded.  

 

Child No. 3 DOB: 9/2016 DOD: 7/2018 Accident 

Age at death: 22 months  

Cause of death: Inhalation of products of combustion due to residential house fire  

Reason for Review: Child returned home within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Twenty-two-month-old trapped on the second floor of his residence during a fire was found 

by a firefighter near a window. The toddler was transported to the hospital where he was later pronounced 

deceased. The mother reported that she had left the home around 9:00 pm, leaving her three children (six 

months, twenty-two months, and three years old) and another child (seven years old) in the care of a 

sixteen-year-old babysitter. The babysitter reported that she was on the first floor of the home when the 

seven-year-old told her that the upstairs was on fire. The seven-year-old reported that she, the toddler and 

three-year-old were upstairs watching tv on the bed. She looked over and saw the babyôs crib on fire; she 

jumped off the bed, grabbed the three-year-old and ran out; the toddler was still on the bed and would not 

go with them. The babysitter sent the seven-year-old outside with the three-year-old and newborn while 

she went upstairs to get the toddler. The babysitter found she was unable to go down the hall once she got 

up the stairs. The fire investigation did not determine the cause of fire. The Department did not investigate 

the death. 
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Prior History :  In November 2017, a hospital social worker reported that the twenty-one-year-old mother 

was seven months pregnant and currently in the hospital after being assaulted by her boyfriend. The 

boyfriend reportedly did not live in the home and is not the father of the other two children, but he had 

assaulted the mother before. The mother also said that she lives with her mother and step-father and that 

they use cocaine. The social worker offered the mother shelter resources, but the mother refused. The 

social worker believed the mother was overwhelmed and unable to take care of herself or her children 

without support. The Department investigated the mother for substantial risk of physical 

injury/environment injurious to health and welfare by neglect. The investigator met with the mother at the 

home of the maternal grandmother. The investigator observed that the grandmother appeared to be under 

the influence of substances. The mother stated that she only has her mother and stepfather to watch her 

children when she goes to work and while she understood that they may not be the best caretakers, she 

had no other options. The investigator observed a queen-size mattress on the floor of the room where the 

mother slept with her children. The investigator observed the maternal grandmother and maternal step 

grandfatherôs bedroom and observed a plate with what appeared to be drugs. Other drug paraphernalia 

was observed around the home. The mother still refused to go to a shelter and continued to stay in the 

home. The Department took protective custody of the children. The mother provided contact information 

for the paternal grandmother who agreed to take the children. The investigation was indicated against the 

mother. In December 2017, shortly after the placement case opened, the maternal grandmother and step-

grandfather were evicted from their home. The landlord allowed the mother to take over the lease. In 

January 2018, the mother gave birth to her third child, prompting another investigation. This investigation 

was unfounded as the mother had a place to live and had found a friend to provide childcare when she 

went back to work. The baby remained in her care. In February 2018, the court approved for the mother 

to have extended unsupervised visits over the weekend. In March 2018, the children were returned home. 

In April 2018, the hotline received a call to report that the motherôs two-year-old had sustained a buckle 

fracture of her tibia. The mother explained that the child had been left with a twenty-year-old babysitter 

and was playing outside when she fell off a hoverboard. The Department investigated the babysitter for 

inadequate supervision. The babysitter reported that she told the children to stay off the hoverboard, but 

she heard a fall when she went to the bathroom. The babysitter immediately called the mother. The 

investigation was unfounded.  

 

Child No. 4 DOB: 11/2008 DOD: 7/2018 Accident 

Age at death: 9 years  

Cause of death: Drowning  

Reason for Review: Closed Intact Family Services case within a year of the childôs death  

Action Taken: Investigatory review of records 

Narrative:  Nine-year-old child pronounced deceased at the hospital after his body was pulled out of the 

water at a state park. The paramour of the deceased childôs mother took the nine-year-old to a state park 

with his seven-year-old sibling; two cousins, ages ten and eleven; and two friends, ages twelve and eleven. 

The paramour left the children by the river at the park. As he walked away, he saw the nine-year-old, who 

did not know how to swim, jump into the water. The paramour was in viewing distance of the children 

and had gone up a hill to throw away trash. The paramour gave the children instructions to not get into the 

water. The nine-year-old jumped into water that was approximately eight feet deep; came up for air once, 

then went back under. The paramour ran to the river and attempted to grab the nine-year-old, even though 

the paramour was unable to swim well. Another person at the park called 911. Upon EMS arrival, the 

nine-year-old child was taken out of the water and was non-responsive. He was transported to the hospital 

where he was pronounced deceased approximately one hour after the incident. The Department 

investigated and unfounded the paramour for inadequate supervision and death by neglect.  
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Prior History :  The mother of the deceased child has a history with the Department. In November 2002, 

the mother was investigated and indicated; the allegation is unavailable. In April 2013, the mother was 

investigated and unfounded for environmental neglect. This investigation has since been expunged. In 

May 2013, the mother was investigated by the Department for inadequate supervision following a hotline 

report that the four-year-old (the deceased child) was outside his house, near a pond. The mother had left 

the child in a playground by himself while she walked down to a nearby lake to set up fishing gear, so 

they could fish. While the mother was at the lake, the child left the playground and walked close to the 

pond, located one-quarter to one-half mile away. Residents near the pond brought the child to their house 

and called police. The mother denied any wrongdoing and stated that she let the four-year-old stay and 

play in the playground, she was not gone long, and she looked for the child when she realized he was 

gone. The investigation of the mother was indicated. In November 2016, the mother and the maternal aunt 

were investigated by the Department for inadequate shelter and environmental neglect following a hotline 

report that the house they shared with their five children (ages one, six, eight, nine, and nine) had windows 

that were broken and a roof that was not structurally sound, and that the children were seen hanging out 

of the windows. The investigator went to the home and observed the house in bad repair and dirty, with 

roaches roaming around the kitchen. The investigator also observed a bedroom filled with clutter and a 

broken window from a door that led to the outside. The mother and maternal aunt were indicated for 

inadequate shelter and environmental neglect and the family was referred for intact family services to 

assist in bringing the house to livable conditions. The intact service case remained open until April 2018, 

after all issues with the home had been addressed and the families were keeping the home adequately 

clean.  

 

Child No. 5 DOB: 11/2005 DOD: 8/2018 Accident 

Age at death: 12 years  

Cause of death: Doxepin Toxicity 

Reason for Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Twelve-year-old medically complex boy was found unresponsive in his bedroom by his thirty-

three-year-old mother. The mother-initiated CPR, while his forty-two-year-old stepfather called 911. First 

responders arrived on the scene and continued attempts to resuscitate the child while transporting him to 

the hospital, where he was pronounced deceased. This child had a medical history significant for 

Megalencephaly (enlarged brain) that contributed to his seizure disorder and other developmental 

disorders, such as ADHD and Autism. An autopsy was completed, which included a sample of blood. The 

blood test showed a CYP2D6 Intermediate Metabolizer of Doxepin indicating that the child was a poor 

metabolizer of the drug. The cause of death was determined to be Doxepin toxicity. Doxepin is a type of 

medicine called a tricyclic antidepressant (TCA) and is prescribed to treat depression and anxiety. Doxepin 

overdose occurs when someone takes more than the normal or recommended amount of this medicine, 

either by accident or on purpose. Toxic level of a TCA can build up in the body if the TCA and other 

medicines interact. This interaction can affect how well the body can break down the TCA. The 

Department did not investigate the death.  
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Prior History :  The mother was involved in three investigations with the Department; two of them have 

been expunged. In September 2011, the mother was investigated for cuts, bruises, welts, abrasions and 

oral injuries to her five-year-old son (the deceased child). It was reported that the child had a hematoma 

on his forehead the size of a golf ball. The mother had reported that the child was bitten by a bug. The 

motherôs story appeared to be inconsistent with the injury. It was further reported that this child was on 

medication for a seizure disorder and that he had seizures in the past and fell and injured himself. This 

investigation was unfounded and later expunged. In January 2017, the mother was investigated for 

substantial risk of physical injury/environment injurious to health and welfare by neglect. It was reported 

that the motherôs nine-year-old daughter reported to the school social worker that her stepfather was a 

drug dealer and that her mother hands out drugs to people who go to their door. The child wanted to live 

with her biological father, as he was her support system. The investigation was unfounded and later 

expunged. In May 2018, the mother was investigated for cuts, bruises, welts, abrasions and oral injuries 

after it was reported that while the mother was watching her cousinôs child, the motherôs four-year-old 

child touched her cousinôs childôs ñpee peeò and was hurting her ñpee pee.ò The motherôs cousin took her 

daughter to the emergency room immediately after her daughter made the allegation. It was also reported 

that the mother hit her cousinôs child on the butt with a belt for pulling her pants down and was shaking 

her butt at her four-year-old. The motherôs cousin admitted to giving the mother permission to ñwhoopò 

her child, but not with a belt. The investigator observed no marks on the childôs butt. The investigator 

reviewed the medical records for the cousinôs child. The exam of the genitals and rectum was found 

normal. No bruises were noted. After interviewing all parties, it was determined that there was no evidence 

to suggest the victim had bruises on her buttocks and the investigation was unfounded against the mother. 

 

Child No. 6 DOB: 1/2004 DOD: 8/2018 Accident 

Age at death: 14 years  

Cause of death: Complications of drowning  

Reason for Review: Unfounded child protection investigation within a year of childôs death  

Action Taken: Investigatory review of records 

Narrative:  Fourteen-year-old girl, who was autistic and non-verbal, was found by her forty-year-old 

father floating face down in a pool at the home where they were staying while on vacation. The teen was 

admitted to a local hospital and eventually flown to a Children's Hospital for further care. While 

hospitalized, the teen underwent a brain flow test which revealed no movement and she was pronounced 

deceased. The Department investigated the father for inadequate supervision and death by neglect. The 

father stated that the teen was asleep on the couch before he found her floating in the pool. The father 

stated he awoke at approximately 6 a.m. and the teen was no longer on the couch. He stated that he was 

yelling the teenôs name. He noticed the sliding door was opened to the outside and her found the teen 

floating in the pool. Law enforcement investigated the incident; no charges were filed, and the 

investigation was closed. All physicians involved with the teen at the hospital and the medical examiner 

reported no findings of abuse or neglect. The teenôs teachers, community professionals, primary care 

physician, and all other contacts reported no concerns of abuse and/or neglect with the teen and described 

the father as nurturing, caring, and emotionally supportive. In December 2018, the investigation against 

the father was unfounded.  
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Prior History :  The deceased teen was the only child born to her parents. Her parents had been married 

for eight years and divorced in 2010. In November 2011, a case was opened for neglect after a child 

protection investigation in which the mother was indicated for inadequate food to her seven-year-old 

daughter.  At the time of this report, the father was living out of state and was not aware of the situation 

involving his daughter and ex-wife. The father appeared in court after the Department opened the case and 

was given custody of the daughter. In December 2017, a healthcare facility contacted the hotline to report 

that the father was not compliant with his thirteen-year-old daughterôs (the deceased teen) care and 

treatment. It was reported that the teen was autistic and mostly non-verbal, and she was psychiatrically 

hospitalized five or six times that year. Following her discharges from the hospital, the father chose not to 

follow up with after care psychiatry appointments, the teen ran out of her psychotropic medications, she 

spiraled out of control, and would end up hospitalized again. The Department investigated the father for 

medical neglect. The investigator met with the father and the teen at their residence and observed the teen 

to be in good condition with no visible injuries. The father informed the investigator that his daughter had 

severe behavioral issues that required her to take several medications and admitted that his daughter was 

hospitalized several times that year. The father stated that he did his best to get his daughter back and forth 

for all her care and treatment but at times she would become resistant and aggressive, making it difficult 

for him to transport her. The father signed a release of information so the investigator could follow up 

with the teenôs medical care provider and obtain a copy of her hospital treatment records. The investigator 

spoke with the teenôs medical provider and was informed that the teen was seen in clinic 3 days earlier. 

The investigator also spoke with the school social worker and case manager. Both stated that the father 

was doing his best to manage his daughter at home. The father attended all team meetings and was 

cooperative with all suggestions regarding his daughterôs care. They were unaware of any problems the 

father had in getting the teen medical care and treatment other than at times the teen could be very 

aggressive, making it difficult for him to get her to appointments. In February 2018, the investigation 

against the father was unfounded.  

 

Child No. 7 

Child No. 8 

Child No. 9  

Child No. 10  

Child No. 11 

DOB:02/2004 

DOB:04/2005 

DOB:06/2007 

DOB:02/2013 

DOB:05/2018 

DOD: 8/2018 

 

 

Accident 

Ages at death: 3 months; 5 years; 11 years; 13 years; 14 years 

Cause of death: Carbon monoxide toxicity and thermal injuries due to house fire  

Reason for Review: Unfounded child protection investigation within a year of the deaths of the 

children  

Action Taken: Full investigation: Report to Director 6/20/2019 

See Death and Serious Injury Investigation 7 

Narrative:  Ten children, ages three-months to sixteen-years died as a result of injuries sustained from a 

house fire.  The four mothers of the ten children left the children home alone at approximately 11:00 p.m. 

A fire broke out in the home at approximately 4:00 a.m., while the children were still home alone. Eight 

of the ten children perished in the fire, and two of the children, ages, fourteen and sixteen, died in the 

following days from injuries sustained in the fire. The investigation into the fire showed code violations 

including that the home lacked working smoke detectors, poor housekeeping/obstructed egress (rear 

porch), and dangerous wiring. The fire department investigator concluded that the fire originated in the 

enclosed rear porch/stairwell, where severely charred remains of structural contents were found. The 

investigation into the cause of the fire was undetermined and in suspended status until the electrical system 

and components of the structure were examined. The Departmentôs investigation of death by neglect to all 

ten children was indicated against the mother of five of the deceased children who lived at the home where 

the fire occurred. The mother has four children who were not in the home the night of the fire:  two adults, 

one teen (who lives with an adult sibling), and a three-year-old. The three-year-old entered a safety plan 

with the paternal grandmother after the fire.  
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Prior History:  Prior to the fire, the mother of five of the deceased children was involved in child welfare 

service referrals and twenty-one investigations with the Department from 2004 through 2018, one of which 

was indicated. The twenty-one-child abuse and neglect reports when viewed together, show a pattern of 

unstable housing, possible inadequate supervision and chronic neglect. Often, this family was in the midst 

of moving during child protection investigations, negating environmental neglect allegations. The mother 

failed to follow up on service referrals for herself or her children; never accepted intact services; and failed 

to follow up on referrals for community services and behavior health for herself and children despite 

claims she would. In May 2019, the mother gave birth. The Department took protective custody of the 

newborn and her three-year-old sister, who was already in the care of the paternal grandmother.  

 

Child No. 12 DOB: 2/2016 DOD: 9/2018 Accident 

Age at death: 2 ½ years  

Cause of death: Anoxic brain injury associated with drowning  

Reason for Review: Unfounded child protection investigation within a year of the childôs death  

Action Taken: Investigatory review of records 

Narrative:  Two-and-a-half-year-old was found by his paternal grandfather in the backyard, submerged, 

face down in a pool. The grandfather took the toddler out of the pool and the paternal grandmother began 

CPR on him. EMS arrived on the scene, took over CPR, and transported him to the hospital. The toddler 

was in full cardiac arrest upon arrival, but the medical staff revived him, and his heart began to beat again. 

The toddler was diagnosed with brain death due to drowning and was put on a ventilator; he died five days 

later, when taken off life support. The Department investigated the grandparents who reported that they 

had been working outside their house with their grandson. The grandmother was in front of the house and 

at one point the grandfather was in back and had put the ladder down for the pool; he left to go in the 

house, as he thought the toddler was being watched by the grandmother in front of the house. The 

grandfather went back outside, and the toddler was not in front by the grandmother. The grandfather began 

looking for the toddler; he was found face down in the pool. The Department indicated the grandparents 

for death by neglect and inadequate supervision.  
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Prior History :  The paternal grandparents had a prior history with the Department. Their first 

involvement occurred in October 2008, when the grandfather was investigated; the investigation was 

unfounded and expunged. In January 2015, the grandmother was investigated for substantial risk of 

physical injury/environment injurious to health and welfare by neglect to her nine-year-old daughter, and 

the grandfather was investigated for substantial risk of physical injury/environment injurious to health and 

welfare to his nine-year-old daughter. The investigation was unfounded. In March 2018, the grandmother 

was investigated for substantial risk of physical injury/environment injurious to health and welfare by 

neglect to her eleven-year-old daughter; and the grandfather was investigated for substantial risk of 

physical injury/environment injurious to health and welfare to his eleven-year-old daughter. The 

investigation was unfounded and has since been expunged. In May 2018, three months before the death 

of their grandson, the grandparents were both investigated for substantial risk of physical 

injury/environment injurious to health and welfare by neglect to their thirteen-year-old-daughter. The 

investigation was unfounded. After the death of the toddler, the grandparents were investigated by the 

Department five times and each one was unfounded, with the most recent being April 2019. The mother 

and father of the deceased toddler were investigated by the Department in May 2016 for substantial risk 

of physical injury/environment injurious to health and welfare by neglect to their three-month-old and 

one-and-a-half-year-old children following a report that there was a domestic violence incident between 

the mother and father, and the father was arrested. The mother met with the child protection investigator 

and stated that she made up the domestic violence incident and no physical contact had occurred. The 

investigation was originally indicated but it was overturned on administrative appeal and thus was 

unfounded. In August 2016, the parents were investigated and indicated for substantial risk of physical 

injury/environment injurious to health and welfare by neglect and inadequate supervision to both of their 

children following a report that there was a domestic violence incident. The children were placed with the 

paternal grandparents under a safety plan. The child protection investigator and child welfare specialist 

who were still servicing the family from the May investigation monitored the safety plan while the 

grandparents pursued legal guardianship. In October 2016, the court awarded permanent guardianship of 

the two children to the paternal grandparents and the safety plan was terminated. In March 2018, the 

probate court terminated the guardianship of the children and the family court awarded joint custody of 

the children to the mother and father that same day, since they no longer lived together. The parents were 

awarded alternating weeks of parenting time with the children. The children continued to live with the 

paternal grandparents, since the mother and father worked full-time second and third shifts.  

 

Child No. 13 DOB: 8/2018 DOD: 9/2018 Accident 

Age at death: 1 month  

Cause of death: Suffocation due to unsafe sleep conditions  

Reason for Review: Pending child protection investigation at the time of the childôs death  

Action Taken: Investigatory review of records  

Narrative:  One-month-old infant was pronounced deceased at the hospital after her father found her 

unresponsive in the adult bed where she was co-sleeping with him and her mother. The infant was crying 

and would not sleep in her crib, so the parents placed the infant in bed with them and propped her face up 

on pillows between them. The infant, mother, and father fell asleep. The father awoke approximately an 

hour later and found the infant unresponsive. The maternal uncle contacted 911 while the maternal 

grandmother attempted CPR until paramedics arrived. The infant was transported to the hospital where 

she was pronounced deceased. The Department investigated and indicated both the mother and father for 

death by neglect, as the parents received education by the Department three days prior to the infantôs death 

regarding the dangers of co-sleeping. There was a portable crib and a permanent crib in the home.  
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Prior History :  The nineteen-year-old mother had an extensive history with the Department as a child 

and was part of intact family services from 2007-2008. Five days prior to the infantôs death, the hotline 

received a report that the mother and infant were homeless. The Department initiated an investigation for 

inadequate shelter. The investigator spoke with the reporter, who provided the motherôs last known 

address and phone number. That day, the investigator contacted the maternal grandmother by phone, who 

stated that the mother was living with her. The mother confirmed that she and the infant were living with 

the maternal grandmother. The following day, the investigator met with the mother at the maternal 

grandmotherôs home. The mother stated that her paramour also lived in the home, since they were trying 

to save money for their own apartment. She further stated that her father, brother, and brotherôs paramour 

lived in the home. During the visit, the investigator observed the infant sleeping in her pack-and-play. The 

investigator spoke with the mother about safe sleep. The investigator conducted a home safety checklist 

as well as a CERAP, and the home was marked as safe. Five days later, the hotline received a report on 

the death of the infant. The investigation for inadequate shelter was unfounded, as the mother and infant 

were living with the maternal grandparents at the time of the report.  

 

  

Child No. 14 DOB: 10/2014 DOD: 10/2018 Accident 

Age at death: 3 years  

Cause of death: Multiple blunt force injuries due to motor vehicle collision with fixed object  

Reason for Review: Indicated child protection investigation within a year of the childôs death  

Action Taken: Investigatory review of records 

Narrative: Three-year-old child was involved in a motor vehicle accident with his mother and three 

siblings, ages five, seven, and nine. The three-year-old was ejected from the vehicle and pronounced 

deceased at the hospital. The mother was driving with her four children when she struck a pole, lost control 

of her truck, and the truck flipped on its side. The nine-year-old was in his seatbelt in the front seat. The 

other three children (ages three, five, and seven) were unrestrained in the back seat. Upon impact, the 

three-year-old was ejected out of the window of the rear passenger seat. One sibling in the back seat 

sustained minor injuries. The mother picked up the three-year-old and transported him and his siblings to 

the hospital where he was pronounced deceased from cardiac arrest secondary to motor vehicle accident. 

The mother admitted to police that she had been drinking; she tested under the legal limit but was arrested 

and charged with being impaired while operating a motor vehicle. The mother was initially charged 

criminally with child endangerment. In April 2019, she was arrested for murder of the three-year-old for 

driving under the influence. The Department investigation against the mother was indicated for death by 

neglect; substantial risk of physical injury/environment injurious to health and welfare by neglect and cuts 

bruises welts abrasions and oral injuries by neglect.  

Prior History : The mother was investigated in December 2016 for environmental neglect. The 

investigation was unfounded and has since been expunged. In May 2018, the hotline received a report that 

the motherôs two younger children ages four and three were found unattended outside of the home in the 

rain, while the older children were at school. The police entered the home but found no adults. The children 

were observed to be barefoot, dirty, and smelling of urine and feces. The home was in a deplorable 

condition, with brown ñsubstanceò in the refrigerator, maggots and feces in the toilet, and garbage and 

clutter throughout. The police contacted the mother, who stated the father of the children was supposed to 

be watching them while she worked. The Department placed all four children under a safety plan and the 

mother was arrested and charged with child endangerment. The mother was indicated for inadequate 

supervision and environmental neglect.  
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Child No. 15 

Child No. 16 

DOB: 6/2010 

DOB: 2/2013 

DOD: 10/2018 Accident 

Age at death: 8 years and 5 years  

Cause of death: Carbon monoxide intoxication due to inhalation of smoke and smoke due to 

house fire  

Reason for Review: Pending child protection investigation at the time of the childôs death    

Action Taken: Full investigation; Report to Director 3/15/2019   

See Death and Serious Injury Investigation 9 

Narrative:  Eight and five-year-old siblings died in a fire at their family home.  The mother and one of 

the two siblings, age ten, were able to exit the home during the fire. Their other sibling, age eleven, and 

the father were not at home at the time of the fire. The two children and their ten-year-old sibling were in 

the upstairs bedroom watching television and sleeping when the fire stated.  The ten-year-old went 

downstairs to tell his mother he saw flames and the floor was hot, but he did not wake his two siblings.  

The mother went to the bedroom and saw flames in the doorway, but it was too hot to enter the room. The 

children died in the fire. The Department investigated and indicated the parents for inadequate shelter, 

environmental neglect and death by neglect. The home had no power and the parents were using extension 

cords from the neighborôs home to supply power. A fire investigation found the cause of the fire to be the 

use of improper splice connection in the cordage used to supply electrical power to the room of origin.  

The ignition source for the fire was the heat generated at high resistance connection within the area of 

origin, which was able to ignite the mattress that was under the children. The parents placed the extension 

cord under the mattress the children were sleeping on and had a space heater plugged into it along with a 

lamp and DVD player. The parents were also using a gas stove to heat the home. The home was in 

deplorable condition with food on the counters and trash throughout the kitchen. The home had various 

items laying around the home that were hazardous to the children, such as tools, lighters, knives and 

medications, all within reach of the children. The parents were criminally charged and convicted of 

endangering the life of a child and have both been sentenced to five years. The two surviving siblings have 

been placed in foster care.  

Prior History :  This family had an extensive history with the Department, prior to the deaths of the eight-

year-old and five-year-old. The family had been investigated on nine separate occasions, before the deaths 

of the two children. Six of the nine investigations were unfounded and three were indicated; one of which 

was indicated after the deaths of the children.  The Department investigated the mother on three separate 

occasions from March 2009 through September 2013.  As a result of the investigation in September 2013, 

the motherôs four children, ages, six, four and three-years-old; and seven-months-old were taken into 

protective custody, after the mother was indicated for inadequate supervision and substantial risk of 

physical injury/environment injurious to health and welfare by neglect (this finding was changed to 

unfounded on appeal two years later). The father was in jail during this investigation. The children were 

placed in foster care for over two years.  The case file showed that the mother complied with her service 

plan, and the children were returned home in February 2016. Starting in April 2016, approximately five 

weeks after the children were returned to their mother the Department investigated the mother and father 

on five separate occasions through November 2017, all of which were unfounded.    
 

Child No. 17 DOB: 7/2018 DOD: 11/2018  Accident 

Age at death: 4 months 

Cause of death: Asphyxia due to wedging 

Reason for Review: Youth in care 

Action Taken: Investigatory review of records 
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Narrative:  Four-month-old baby was found unresponsive by her thirty-eight-year-old maternal aunt who 

was the babyôs relative foster parent. The baby was sleeping on a twin mattress with her seventy-one-year-

old great aunt who was caring for the baby the night before. The Department initiated an investigation into 

the death. The great aunt reported that she fed the baby at approximately 3:00 a.m. and then placed the 

baby on her stomach on the twin mattress on the floor. The great aunt later laid beside the baby. At 

approximately 9:30 a.m., the maternal aunt/relative foster parent awoke and checked on the baby and 

found her cold and stiff; family called 911. When paramedics arrived on the scene rigor mortis had already 

set in; EMS contacted a doctor and the baby was pronounced deceased at approximately 10:19 a.m. Family 

members told police who arrived on the scene that the great aunt is known for taking sleeping pills. The 

great aunt reported that when the baby would not sleep in the bassinet, she would put her in bed with her. 

She also reported taking a psychotropic medication before bed to help her sleep. The investigation against 

the maternal aunt/relative foster parent was unfounded for death by neglect, with the rationale that the 

maternal aunt/relative foster parent left the baby in the care of the great aunt. The maternal great aunt was 

indicated for death by neglect with the rationale that she had taken pills prior to going to bed while the 

baby was in her care and admitted to sleeping with the baby. 

Prior H istory: The mother of the deceased baby was investigated by the Department three times, resulting 

in an intact case being opened and eventual placement of her children. In July 2014, it was reported that 

the mother had picked up her oldest child from the grandparents, and while the child was with the mother, 

the mother fainted from a drug reaction. This investigation was unfounded and eventually expunged. The 

mother gave guardianship of the older siblings (ages six, three, and one) to various relatives. In March 

2015, the hotline received a report that the mother gave birth to her fourth child, who tested positive for 

marijuana and cocaine. The hotline caller added that the mother had mental health issues. The Department 

indicated the mother for substance misuse and an intact case was opened. In July 2015, the mother 

successfully completed a residential program and secured housing. Her then five-year-old and eight-year-

old children began spending more time with her. By December 2015, the mother had missed visits with 

her caseworker, did not participate in out-patient services, and tested positive for alcohol. In February 

2016, the mother was hospitalized with kidney problems and found out she was pregnant. In March 2016, 

the mother tested positive for cocaine. The mother denied cocaine use but reported self-medicating with 

marijuana because of anxiety, nausea, and pain. In July 2016, the Department investigated a report that 

the motherôs paramour hit her five-year-old child with a belt. The Department unfounded the motherôs 

paramour for substantial risk of physical injury/environment injurious to health and welfare-incidents of 

violence or intimidation. The Department unfounded the mother for substantial risk of physical 

injury/environment injurious to health and welfare by neglect. This investigation was eventually 

expunged. In August 2016, the mother gave birth six weeks prematurely to her fifth child. In February 

2017, the hotline investigated a report that during an extended visit with the eight-year-old, the motherôs 

paramour physically disciplined the eight-year-old while watching the children. The mother admitted 

leaving her children in the paramourôs care. The mother verbally agreed not to leave her children with the 

paramour but would not sign a formal safety plan. The mother was not in treatment, had not placed the 

six-year-old in therapy, had not taken her to the cardiologist to which she had been referred, was using 

physical punishment on her, and had become less cooperative with the caseworker. The worker sought 

court intervention. The stateôs attorney asked for temporary custody, which was granted. The children 

were placed with maternal aunt and the maternal great aunt moved in to assist. The maternal aunt and the 

caseworker supervised the motherôs visits with the children, which became less consistent, and the mother 

was not in services. In April 2018, the mother reported she was four months pregnant and in treatment. In 

July 2018, the mother gave birth to the (now deceased) child five weeks prematurely. The baby remained 

in the hospital for two weeks; protective custody was taken on July 17, 2018 and the baby was placed with 

the maternal aunt. The parents were indicated for substantial risk of harm by neglect because they had not 

participated in their service plan, psychiatric services, substance abuse services and visiting for the 

children in care and the mother continued to use substances.  
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Child No. 18 DOB: 10/2015 DOD: 11/2018 Accident 

Age at death: 3 years  

Cause of death: Thermal burns and smoke inhalation  

Reason for Review: Unfounded child protection investigation within a year of childôs death  

Action Taken: Investigatory review of records 

Narrative:  Three-year-old child died during the night in a trailer fire, while in the care of his twenty-five-

year-old father. The father escaped the fire with severe burns but was unable to locate the toddler. The 

mother was not present in the trailer, as she was staying overnight at a nearby hospital with the toddlerôs 

six-month-old sibling for an unrelated illness. The toddler was pronounced deceased on the scene. The 

state Fire Marshall deemed the cause of the fire as undetermined. The Department investigated the parents. 

Subsequent oral reports alleged that the father was under the influence the night of the fire, that the parents 

were often too intoxicated with marijuana to care for the surviving sibling, that there were drug distribution 

materials in the home, and that the parents were selling marijuana from the home. The investigator 

confirmed these allegations during an unannounced visit. She took protective custody of the surviving 

sibling and he is currently placed in a traditional foster home. The father was indicated for death by neglect, 

after he tested positive for un-prescribed opiates and cannabinoids on the night of the fire, plus he had a 

history of substance use before and after the fire which diminished his capacity to care for the surviving 

sibling. The mother was unfounded for death by neglect, as hospital medical records confirmed she was 

not present during the fire. Both parents were indicated for substantial risk of physical injury/environment 

injurious to health and welfare by neglect to the surviving sibling, since the father had three positive drug 

tests after subsequent reports and drug manufacturing equipment was observed in the home, accessible to 

the surviving child. Both parents were unfounded for environmental neglect, since the home met the 

minimal safety standards despite being unclean.  

Prior History :  Both parents were involved with the Department as children. The mother was the child 

victim in eight investigations, four indicated and four unfounded. The father was a child victim in three 

unfounded investigations. In 2011, the father, then eighteen years old, was indicated for cuts, bruises, 

welts, abrasions, and oral injuries for injuring his younger sibling during an assault and property 

destruction incident. In July 2017, the mother was investigated for inadequate supervision, after it was 

reported that the deceased child, who was one-years-old at the time, was observed sitting alone and 

unsupervised in the car for a long period of time on a hot day. The investigator conducted a scene 

investigation to confirm that the child was outside the motherôs line of sight, despite her claims otherwise. 

The mother was indicated for inadequate supervision and admonished not to leave her child unsupervised 

in the car for any amount of time. In December 2017, the mother was investigated for medical neglect 

after the primary care physician reported that the (deceased) child, who was two years old at the time, had 

stopped attending early intervention services for speech delay. The investigator reviewed the early 

intervention paperwork with the mother. The paperwork noted that the child was receiving services for a 

speech delay and cognitive delays. The mother believed that the child no longer needed speech services 

because he had tubes placed in his ears, but the investigator provided more information about the cognitive 

delay services. The mother called the early intervention program immediately and rescheduled 

appointments. The reporting physician stated that failure to attend the early intervention program for a 

speech delay did not meet the definition of medical neglect. The investigation was unfounded. 
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Child No. 19 DOB: 8/2018 DOD: 11/2018 Accident 

Age at death: 3 months  

Cause of death: Asphyxia due to prone and face-down sleeping position on soft bedding  

Reason for Review: Unfounded child protection investigation within a year of childôs death  

Action Taken: Investigatory review of records 

Narrative:  Three-month-old medically complex infant was found unresponsive by his twenty-four-year-

old mother. The mother was the last person to see the infant alive at approximately 4:00 a.m., when she 

fed him. After the mother fed him, she swaddled the infant and then placed him on his left side, in a pack-

and-play with a folded blanket under his head before she went back to sleep. The mother awoke between 

5:30 a.m. and 6:00 a.m., and found the infant was not breathing, with his face in the blanket. The mother 

attempted CPR and the father drove the mother and infant to the hospital, where he was pronounced 

deceased. The infant had been born premature with serious medical/health issues. He was diagnosed with 

Cornelia de Lange Syndrome, which is a genetic disorder; intestinal malrotation; heart murmur; he was 

missing three fingers on his right hand; and two fingers on his left hand were abnormally short. An autopsy 

determined that the infant died from asphyxia due to prone and face down sleeping position on soft 

bedding material. Another significant contributing fact in the infantôs death was Cornelia de Lange 

Syndrome with multiple congenital and growth abnormalities. The Department investigated the parents 

for death by neglect. The parents denied any wrong doing. The medical professionals advised that the 

infant had many medical issues that he was being treated for before his death. Law enforcement advised 

there were no suspicions of abuse with regards to the infant nor was there any suspicion/evidence of either 

adult using substances; and the parents were not known for either substance usage or domestic violence. 

In January 2019, the investigation against the parents was unfounded.  

Prior History :  In September 2018, the mother was investigated for medical neglect after a doctor 

reported that she only brought her newborn, who was born with significant congenital defects, to one 

medical appointment. The mother had missed appointments with the cardiologist, urologist, and the 

geneticist. The mother was supposed to bring the newborn in the previous week for a weight check and 

this week for a one-month check-up. The reporter tried to call all phone numbers they had for the mother 

and stated that they were either disconnected or went to voicemail. The investigator located the family 

who had recently moved. The investigator interviewed the mother and observed the child as well as the 

two siblings; no injuries were observed on any of the children. The two older children did not suffer from 

any ongoing medical or developmental issues. The investigator observed the infant and noted the infant 

was very small and had missing fingers. The mother admitted that she did miss doctorsô appointments and 

that she did not reschedule because her phone was broken. The mother showed the investigator paperwork 

showing that the infant was seen by a doctor ten days prior. The paperwork listed upcoming appointments. 

The mother reported that she was receiving WIC and was breast feeding and bottle feeding, both formula 

and breast milk, and was feeding the infant every two to three hours. The mother was advised that she 

needed to reschedule missed appointments and keep all upcoming appointments. The investigator 

discussed safe sleep and told the mother that a portable crib would be provided; the investigator returned 

the same day with the pack-and-play. The mother agreed to reschedule appointments, take care of 

insurance issues, and find a new primary care physician. In October 2018, it was noted that the infant had 

been making all doctorsô appointments. In November 2018, eleven days before the infantôs death, the 

investigation against the mother was unfounded.  
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Child No. 20 DOB: 7/2018 DOD: 12/2018 Accident  

Age at death: 5 months 

Cause of death: Sudden Unexpected Infant Death with co-sleeping 

Reason for Review: Youth in care 

Action Taken: Investigatory review of records 

Narrative: Five-month-old was found cold and unresponsive by his twenty-three-year-old maternal uncle, 

while the maternal grandmother was on an overnight trip. The uncle rushed to the emergency room. Upon 

arrival to the emergency room, rigor had already started to set in, and the baby was pronounced deceased. 

The uncle admitted to co-sleeping with the baby. The uncle gave the baby a bottle the prior evening and 

the baby went to sleep without any distress. The baby slept until around 6:00 a.m. awoke and fell back 

asleep. The uncle reported that when he awoke at 8:00 am, he noticed that the baby was not moving or 

breathing. He stated that he immediately drove the baby to the emergency room. The maternal 

grandmother arrived at the hospital approximately 30 minutes after the time of death was called. The 

Department investigated and unfounded the uncle for substantial risk, since the uncle was expedient in 

seeking medical care and did not test positive for any substances.  

Prior History : In February 2017, the mother was investigated by the Department for substantial risk of 

physical injury/environment injurious to health and welfare by neglect to the one-year-old and three-year-

old siblings, following a report that there was a narcotics search warrant served on the residence. It was 

reported that the mother was selling drugs out of the home and there was heroin and cocaine found at the 

residence, along with firearms. The children were taken into protective custody and the children were 

placed with the maternal great-aunt. The investigation against the mother was indicated. In July 2018, the 

twenty-five-year-old mother gave birth to twins (one of which is the deceased baby). The twins were born 

premature and were kept in the hospital until their due date in August. The two older siblings were already 

in care of the Department, due to the mother having felony drug charges. The mother and thirty-five-year-

old father completed their recommended services and planned for their children to be returned home, but 

the father was arrested on federal charges of drug trafficking. The Department initiated an investigation 

for substantial risk of harm by neglect, as the mother was having unsupervised visits with the older 

children. The investigator learned that the mother was present during a number of the fatherôs drug 

transactions, which negated her previous statements that she did not know of the fatherôs criminal 

behavior. In August, the twins were taken into protective custody and placed with the maternal 

grandmother. In September, the parents were indicated for substantial risk of physical injury/environment 

injurious to health and welfare by neglect to the twins.  

 

Child No. 21 DOB: 1/2017 DOD: 1/2019 Accident 

Age at death: 1 year, 11 months 

Cause of death: Multiple blunt force injuries, due to a motor vehicle collision  

County: Cook 

Reason for Review: Split custody (the motherôs older children were youth in care at the time of the 

childôs death) 

Action Taken: Investigatory review of records 

Narrative:  One-year-old was thrown from a vehicle that her twenty-nine-year-old mother was driving. 

The child was taken to the hospital where she was pronounced deceased. The mother was investigated by 

the Department for death by neglect. The mother stated that she was hit from behind, causing her to spin 

out of control, and the child was thrown from the vehicle. The child had a child car seat, but the mother 

did not strap the child in the car seat; instead she placed the child in a regular seat with a seat belt. The 

mother admitted to having two drinks earlier in the day. The police administered a breathalyzer and though 

she was determined to be intoxicated, her blood alcohol was under the legal limit. The mother was charged 

with driving under the influence and vehicular manslaughter. The father and the mother shared custody. 

At the time of the childôs death, the child resided with her father and was with the mother for a weekend 

visit. The investigation against the mother was indicated.  



 

 

86 
ACCIDENT 

Prior History :  The mother has an extensive history with the Department, as both a victim in her youth 

and a perpetrator. The mother was a youth in care from July 1996 until returning to the maternal 

grandmotherôs care in late 1999. In December 2003, at age fifteen, the mother gave birth to her first child. 

The child has lived in the care of his maternal grandmother since birth. The mother gave birth again in 

March 2007 and February 2009. From 2007 through 2017, the Department investigated the mother eleven 

times, nine of which were unfounded and two of which were indicated. In April 2010, the mother gave 

birth while she was incarcerated. The baby was born with Klippel-Trenaunay-Weber Syndrome a rare 

congenital disorder involving abnormal development of blood vessels, soft tissues, bones and the 

lymphatic system. He was released to his maternal grandmother after birth. In August 2010, the hotline 

received a report that the medically-complex four-month-old missed multiple medical appointments. By 

this time, the mother was no longer incarcerated. An intact case was opened from August 2010 until April 

2011. In October 2011, the hotline received a report when the mother did not return after leaving her 

children, ages two years and six months, with relatives. The motherôs older three children were removed 

and placed in foster care and the six-month-old went into a traditional foster home. In October 2015, the 

motherôs parental rights for the three children were terminated. In January 2017, the mother gave birth 

and the newborn (deceased child) was exposed to marijuana. The Department investigated the mother for 

substantial risk of physical injury/environment injurious to health and welfare by neglect to the newborn. 

Due to safety concerns of placing the newborn with the mother, the father was willing to take custody of 

the newborn and both parents signed papers for the father to have legal custody. The Department closed 

and unfounded the investigation. In September 2017, the four-year-old was adopted. The two older 

children were most recently placed together in a specialized home in 2016. As of July 2019, their goals 

are adoption. 

 

 

 

Child No. 22 DOB: 10/2018 DOD: 1/2019 Accident 

Age at death: 3 months 

Cause of death: Positional asphyxiation due to unsafe sleeping practices  

Reason for Review: Unfounded child protection investigation within a year of the childôs death    

Action Taken: Investigatory review of records    

Narrative:   Three-month-old was found unresponsive by his paternal grandmother; 911 was called; and 

the infant was transported to the hospital where he was pronounced deceased. At the time of the incident, 

the paternal grandmother was providing care to her grandchildren, ages, three-months, ten-months, two-

years, three-years, five-years, and eight-years-old.  At approximately 2:40 p.m., the paternal grandmother 

placed the infant down for a nap. She placed him on a bed where there was a ñmass amountò of bedding 

and blankets. Approximately thirty minutes later, the paternal grandmother went to check on the infant 

and found him unresponsive. The Department investigated and indicated the paternal grandmother for 

death by neglect.  The grandmother admitted to positioning the blankets as a barrier to lean the infant 

against to keep him from falling off the bed.  

Prior History :  In January 2018, the paternal grandmother was investigated for substantial risk of physical 

injury/environment injurious after law enforcement, while responding to an incident during which a 

shooter entered the grandmotherôs home, found a gun and marijuana in the home. At the time of the 

incident there were several children in the home, including her grandchildren and other children for whom 

she provided daycare. The paternal grandmother denied knowing about the gun and drugs found in the 

home. Her adult children and grandchildren lived in the home at the time of the incident. The grandmother 

subsequently kicked her adult son, who was known to have gang affiliation, out of the home and denied 

having any further issues. The investigator observed the home to be organized and clean. The minors 

reported feeling safe in the home. The grandmother submitted to a drug drop that was negative for all 

substances. In March 2018, the investigation was unfounded.  
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Child No. 23 DOB: 11/2018 DOD: 1/2019 Accident 

Age at death: 7 weeks  

Cause of death: Asphyxia due to overlay  

Reason for Review: Unfounded child protection investigation within a year of childôs death  

Action Taken: Investigatory review of records 

Narrative:  Seven-week-old infant was found unresponsive by his eighteen-year-old parents. The parents 

stated that they placed the infant in bed with them and when they woke up the infant was not breathing. 

The Department investigated the parents for death by neglect. The mother stated that she put the infant to 

sleep at approximately 10:00 p.m. in his playpen. The infant woke up for a feeding between 3:00 and 4:00 

a.m.; after the feeding, she laid him down in bed next to her. The father and the one-and-a-half-year-old 

sibling were also in the bed. The mother awoke at approximately 7:00 a.m. and saw the infant laying in 

the bed on his back next to the father.  She also noticed that he had some ñstuffò on his nose and discovered 

he wasnôt breathing when she went to wipe his nose. She woke up the father and they contacted 911; the 

911 operator talked the mother through CPR, and when police arrived, they took over CPR. The infant 

was transported to the hospital where he was pronounced deceased. The investigation against the mother 

and father was unfounded.  

Prior History : The mother and the father have a history with the Department as minors. The father was 

involved in four investigations as a child victim; of those, three were unfounded and one was indicated. 

The mother was a former youth in care. In June 2003, a case was opened for adoption assistance; the case 

was closed in August 2011. In February 2018, the mother was involved in an investigation as a child 

victim, when the Department received a report that her father was wheelchair bound and unable to care 

for his seventeen-year-old daughter and her six-month-old baby. It was reported that the teen was out of 

control, disrespectful, and that she got high and steals the car. The Department investigated the father for 

inadequate supervision. The investigator spoke with the father who stated he goes to dialysis three times 

a week, has relatives who reside in the home to assist him with his daily care, and he can care for the teen 

and the baby. He denied that the teen is disrespectful, denied that the teen leaves her baby without making 

a care plan, and denied the teenôs use of marijuana in the home. The investigator met with the teen, who 

reiterated what her father stated and added that she attends an alternative school program and tries to attend 

on a regular basis, but at times she does not have anyone to care for the baby. The investigator observed 

the baby and noted that she was clean and appeared to be well cared for, with no visible signs of abuse or 

neglect. In April 2018, the investigation was unfounded.  

 

Child No. 24 DOB: 7/2015 DOD: 2/2019 Accident 

Age at death: 3 years  

Cause of death: Thermal injuries and inhalation of products of combustion 

Reason for Review: Unfounded child protection investigation within a year of childôs death  

Action Taken: Investigatory review of records 

Narrative:  Three-year-old child died in a house fire. His mother and two-year-old sibling escaped the 

fire; the mother was unable to rescue her three-year-old. The mother and two-year-old sibling were 

sleeping in the living room and the three-year-old was sleeping in a bedroom attached to the living room. 

The mother woke up to smoke in the house and the house on fire. The mother attempted to rescue the 

three-year-old but was unable to get to him because the fire was too strong. The mother and the two-year-

old sibling jumped out of a window to escape the fire. The three-year-old was pronounced deceased at the 

scene. The Department investigated the parents for death to the three-year-old and substantial risk of 

physical injury/environment injurious by neglect to the two-year-old; burns by neglect were later added 

to the investigation. The investigation revealed that the furnace had gone out about a week prior to the 

fire. The family was waiting for their tax return to repair it. The parents used space heaters and when the 

temperatures plummeted, they used a kerosene heater. The fire in the family home was caused by the 

kerosene heater. The parents were unfounded for death by abuse but indicated for death by neglect. The 

parents were also indicated for burns by neglect and for substantial risk of physical injury/environment 

injurious. The family was offered intact services but refused, and said they were receiving grief counseling. 
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Prior History :  In May 2018, law enforcement contacted the hotline after responding to the familyôs 

home for a call of an aggressive dog, running at large. As law enforcement responded to the call, the dog 

was on the front porch. Attempts to contact the mother were made by law enforcement, but her phone was 

disconnected. The officer on the scene observed a two-year-old (the deceased child) hanging out of the 

top of a second-floor window. The officer attempted to tell the toddler to get down, but he did not listen. 

The mother was finally contacted; she had been asleep. The mother was asked to secure her dog and to 

get the toddler off the window. The mother waved off the officer, saying he does it all the time and that 

it's not a big deal. The officer asked her again to get her son off the window and she complied. The mother 

was issued a ticket for the dog and was talked to about the toddlerôs safety. When the mother brought the 

toddler out for the officer to see, he had an extremely soiled diaper and feces running down his leg. Law 

enforcement had been to the home before for the dog chasing people down the road and for a domestic 

incident in 2016. The Department investigated the mother for inadequate supervision. The mother told the 

investigator that she laid her children down for their naps and then she and the father of the children both 

fell asleep. The family agreed to clean the residence, put away all harmful objects, purchase a smoke 

detector, and purchase alarms for the windows/doors. When the investigator went back to the home 

approximately a week later, the home was clean and met minimal parenting standards. There was a board 

over the window in the toddlerôs room that prevented him from hanging out of it. Another window in the 

room was locked. The window located downstairs in the living room that the toddler had jumped out of 

now had an air conditioner unit in it. The investigator also observed working smoke detectors in the home. 

After this visit, the mother moved out of the residence and was residing with her children at her motherôs 

residence. The maternal grandmother stated that the mother was no longer with the childrenôs father and 

that is why she moved in with her kids. In June 2018, the investigation was unfounded.  

 

Child No. 25 DOB: 1/2019 DOD: 3/2019 Accident  

Age at death: 6 weeks 

Cause of death: Complications of asphyxia due to unsafe sleep  

Reason for Review: Indicated child protection investigation within a year of the childôs death  

Action Taken: Investigatory review of records 

Narrative:  Six-week-old was found unresponsive by her twenty-year-old mother in bed next to her. The 

mother called 911 and performed CPR until paramedics arrived. The ambulance transported the infant to 

the local hospital where the infant was revived. She was then transported to the childrenôs hospital where 

she was pronounced deceased two days later. The Department investigated and unfounded the parents for 

death by neglect; the parents were indicated for substantial risk of physical injury/environment injurious 

to health and welfare by neglect to the deceased for unsafe sleep practices as they reported consistently 

co-sleeping. An agreed upon safety plan in place for the older sibling was also violated. The Department 

was granted temporary custody of the sibling and placed her in traditional foster care until July 2019, when 

she was placed with the maternal great uncle.  
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Prior History :  In December 2017, a nurse contacted the hotline to report that the mother had brought her 

seven-month-old to the hospital because she would not stop crying. An x-ray completed at the hospital 

showed the baby to have a non-displaced right femur fracture, and the mother had no explanation. The 

Department investigated the mother for bone fractures. The investigator went to the hospital and spoke 

with the attending physician who stated that the mother reported noticing the baby had right leg pain and 

crying but had no explanation.  The physician did a skeletal survey which did not show other injuries. The 

physician stated that he spoke with an orthopedic physician who opined that such a fracture will take a lot 

of force; the orthopedic physician consulted did not practice pediatric orthopedics and the physician 

referred the baby to a childrenôs hospital. The investigator observed the baby and met with the nineteen-

year-old mother, who reported that when she and the baby arrived home the other day, she changed the 

baby and put her in her bassinet before going to the kitchen to prepare a bottle. While she was in the 

kitchen the baby began crying, she went to check on her finding her on the floor. The mother believed the 

baby stood up inside the bassinet and then fell. The mother also stated that she and the paternal 

grandmother had recently been talking about needing a crib for the baby, because she had begun standing 

up in the bassinet. The mother appeared remorseful, agreed to not use the bassinet anymore and agreed to 

a safety plan. The investigator developed a safety plan for the mother to stay with a cousin, and for the 

paternal grandmother to supervise the mother with the baby. When the investigator tried to make numerous 

contacts with the mother, she was told the mother and baby moved out of state. The investigator contacted 

other state child welfare agencies and made a report to their hotline. The investigator also contacted law 

enforcement in the state to which the mother and baby moved to request a welfare check on the baby. In 

March 2018, the investigation against the mother was eventually closed as indicated.    

 

Child No. 26 DOB: 9/2016 DOD: 3/2019 Accident 

Age at death: 2 years 

Cause of death: Multiple injuries due to motor vehicle crash    

Reason for Review: Child of a former youth in care  

Action Taken: Investigatory review of records  

Narrative:  Two-year-old was thrown from a car driven at high speed by his twenty-one-year-old father, 

who was fleeing police for a traffic violation. The toddler was unrestrained in the back seat. The twenty-

one-year-old, pregnant mother was in the front passenger seat. The father ran a stop sign, collided with 

another car, hit a tree or pole, and split the car in half. EMS transported the toddler to the hospital, where 

he was pronounced deceased. The police found no car seat at the scene. They arrested the father after he 

disclosed that he had a weapon under the driverôs seat. They found a semi-automatic pistol with 29 live 

rounds and one spent cartridge. The father was charged with aggravated unlawful use of a weapon by a 

felon, reckless homicide, and aggravated reckless driving. He had a pending narcotics charge and was out 

on bond. Both parents were investigated for death by neglect. The father was indicated. The mother was 

unfounded because she was not driving, did not know the father had a gun in the car, and pleaded with the 

father to stop. The mother was indicated for substantial risk/environment injurious by neglect, as she was 

aware the toddler was not properly restrained in the car.  

Prior  History :  In 1997, the toddlerôs mother and her siblings were placed in foster care for less than a 

year before returning to their motherôs care. In October 2008, the paternal grandmother was driving with 

the father and his sibling, when she was killed in a car accident. Both children were hospitalized with skull 

fractures and other injuries. The father was in the custody of relatives, until he became a youth in care 

under a dependency petition in 2013. While a youth in care, he was frequently on run or living with his 

girlfriendôs family. He was arrested multiple times for driving without a license and unlawful possession 

of a weapon. He was a youth in care until he aged out of care in November 2018.       
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Child No. 27 DOB: 5/2003 DOD: 3/2019 Accident 

Age at death: 15 years    

Cause of death: Combined drug and ethanol toxicity    

Reason for Review: Unfounded child protection investigation within a year of the childôs death   

Action Taken: Investigatory review of records  

Narrative:  Fifteen-year-old was found unresponsive in a hotel room bed. Emergency responders were 

contacted, and she was pronounced deceased at the scene. The teen had been reported by her mother as a 

runaway; she was on run with another fifteen-year-old teen. Both girls were going by different names and 

claimed to be nineteen-years-old. While on run, the teens met a twenty-eight-year-old male who got a 

hotel room for him and the teens; alcohol, drug use (cannabis), and sexual activity were alleged. The 

twenty-eight-year-old male was arrested and charged with providing alcohol to a minor resulting in death. 

The Department is investigating the twenty-eight-year-old male for substance misuse, human trafficking, 

death by neglect, and sexual penetration. The investigation is still pending. An autopsy performed found 

the teen to have drugs other than cannabis and alcohol in her system.   

Prior History :  In July 2004, the Department investigated and unfounded the mother for substantial risk 

of physical injury/environment injurious by abuse to her three children ages eleven and fourteen-month 

old twins (one of which is the deceased teen). In October 2008, the Department investigated and unfounded 

the mother for inadequate supervision to the twin girls; then age five. These investigations have since been 

expunged. In June 2018, the Department investigated the mother for substantial risk of physical 

injury/environment injurious by abuse to the fifteen-year-old (deceased teen), after a hospital social 

worker contacted the hotline. The teen was brought to the ER by EMS after mother contacted them out of 

concern for the minor. She was admitted for aggressive behaviors and elopement from home. The minor 

disclosed to the social worker that she was running away due to the mother being abusive to her at home.  

The teen stated that her mother hits her in the face and ñjumpsò on her. The last time the mother hit her in 

the face was a month ago. The teen stated that the physical abuse from the mother has left bruises before; 

she feels her mother is emotionally abusive. The investigator went to the hospital and interviewed the teen, 

who reported that she started running away from home when she was twelve-years-old because she wanted 

her space and her mother never lets her close her door. The teen denied that the mother jumped on or 

attacked her, hit her in the face, and denied that her mother was emotionally abusive. The investigator met 

with the mother in her home. The mother told the investigator that the teen was diagnosed with a mood 

disorder. She confirmed that the minor started running away at the age of twelve and has run away 

approximately twenty times. She said the teen runs when she gets mad and does not get her way. The 

mother reported the teen would be gone for a few days up to two months, and that the police have been 

called when this occurs. The investigator interviewed the teenôs twin who denied physical and verbal abuse 

by the mother. The teen was discharged home and was referred to a partial hospitalization program. In 

August 2018, the report was unfounded.   
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Child No. 28 DOB: 10/2009 DOD: 3/2019 Accident 

Age at death: 9 years  

Cause of death: Thermal injuries 

Reason for Review: Youth in care  

Action Taken: Investigatory review of records 

Narrative:  Nine-year-old youth in care was severely burned in a housefire and transported to the hospital 

where he was pronounced deceased the following day. The youth in care was autistic, essentially non-

verbal, and had developmental delays. The youth in care and his sibling were placed with the maternal 

grandparents. The nine-year-old had a bedroom in the finished basement of his maternal grandparentsô 

home. At the time of the fire, the nine-year-old was in bed asleep and his father was reportedly also in the 

basement. Though the father was awakened and got out, he attempted to re-enter the basement several 

times in attempts to rescue the nine-year-old. The nine-year-old was transported to the hospital, had 

sustained substantial injuries, and was in critical condition. The doctors stated that the injuries were fatal, 

but they had to wait twenty-four hours before they could pronounce the nine-year-old brain dead. At the 

time of the fire, the parents were reported to be using meth. During the investigation of the fire there was 

a meth pipe found in the basement. The cause of the fire is still under investigation. The Departmentôs 

finding of this investigation is currently undetermined while they wait for the investigation of the fire to 

be completed. 

Prior History : In August 2018, the hotline received a report of domestic violence between the parents 

and of the parentsô meth addiction. Since the parents tested positive for drugs, they were both indicated 

for risk of harm to their children. The parents were referred for intact services but refused to cooperate 

and the case was closed within a few days. In September 2018, the hotline received another report of 

domestic violence and the parentsô meth addiction. The mother obtained an Order of Protection against 

the father but was still allowing him into the home. An altercation occurred and mother called the police, 

which resulted in the call to the hotline. The police reported that there were at least six domestic violence 

calls in recent months. Because of the continuous domestic violence reports and the drug addiction, the 

Department took protective custody and eventually was given temporary custody. The children were 

placed with the maternal grandparents. The parents were indicated for risk of harm to both children. The 

youth in care that was autistic was a difficult child to handle and would frequently become aggressive, 

particularly when frustrated. The parents were allowed frequent access to the home of the grandparents to 

help with the child. Visitation was as often as the parents wanted but it was to be supervised and the parents 

were not to spend the night in the home of the grandparents. The agency suspected that the parents were 

effectively living at the home of the grandparents but were unable to prove it. The parents denied they 

were living there and stated they were only helping because the child was difficult to control.  
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Child No. 29 DOB: 11/2017 DOD: 4/2019 Accident  

Age at death: 16 months 

Cause of death: Multiple injuries due to fall from height 

Reason for Review: Unfounded child protection investigation within a year of the childôs death 

Action Taken: Investigatory review of records 

Narrative:  Sixteen-month-old was in the care of his thirty-six-year-old mother when he fell from a third 

story window, sustained blunt force trauma to the forehead, and was pronounced deceased. The mother 

reported that she was in the living room with the toddler and had food cooking on the stove. The mother 

noticed smoke coming from the kitchen, so she picked up the toddler and put him in a room with his 

fifteen-year-old sibling. The mother told the toddler to sit in the room with his brother, who was laying 

across her bed. She did not realize the teen was asleep. The mother opened the living room windows to 

air out the apartment and went into the kitchen to rinse off the food that she had burnt. After she left the 

kitchen, the mother noticed the protective screen was gone from the window. She ran over and saw the 

toddler lying on the sidewalk beneath the window. The mother rushed downstairs, called 911, and 

performed CPR on the toddler until EMS arrived on the scene. The toddler was transported to the hospital 

where he was pronounced deceased. 

Prior History : In December 2003, the Department investigated the maternal grandmother for inadequate 

supervision and burns by neglect to the seven-month-old sibling, after receiving a report that the 

grandmother was watching the baby, left him alone sleeping on a bed, and the baby fell and became stuck 

between the bed and radiator. The baby was transported to the hospital and released with second degree 

burns. The Department indicated the grandmother for inadequate supervision and unfounded the 

grandmother for burns by neglect, as it was determined the cause of injury was an accident. In August 

2018, the Department investigated the mother for inadequate supervision to the sixteen-year-old sibling, 

after the teenôs boyfriendôs step-father reported that he was feeding the teen twice a day and that she 

reported to him that that she was sleeping in a shipping container. The investigator spoke with the mother, 

who reported that the teen was at home. The teen confirmed to the investigator that she had previously ran 

away and the police returned her home; she denied sleeping in shipping containers. The teen reported that 

she stayed in her boyfriendôs house; his mother allowed her to stay, but the mother did not tell her 

boyfriendôs step-father, since he did not want her there. The mother went to the boyfriendôs house to try 

and find the teen, but the teen had slipped out of the back door. The mother filed a missing person report 

and the teen was eventually returned home. The teen felt safe at home and denied any other attempts to 

run away. The investigation against the mother was unfounded, as she made reasonable efforts to find her 

daughter and filed a missing person report.  

 

Child No. 30 DOB: 12/2018 DOD: 4/2019 Accident 

Age at death: 4 months      

Cause of death: Asphyxia due to overlying due to co-sleeping 

Reason for Review: Youth in care 

Action Taken: Investigatory review of records  

Narrative: Four-month-old was found unresponsive while co-sleeping with his maternal great-

grandmother/foster parent and one-year-old sibling. The infant was found underneath his sleeping one-

year-old sibling by his maternal great-grandfather/foster parent. The infant was last seen alive between 

2:00 a.m. and 3:00 a.m., when the great-grandmother took the infant out of his crib because he was fussy 

from teething and put him in bed with her. At approximately 7:00 a.m., the great-grandfather went to 

check on the infant and noticed he was not in his crib. The great-grandfather looked at the great-

grandmotherôs bed and saw the one-year-old sibling on top of the infant. He woke up the great- 

grandmother and 911 was contacted. The infant was transported to the hospital where he was pronounced 

deceased. The Department investigated and unfounded the great-grandparents for death by neglect.      
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Prior History :  The deceasedôs mother had a history with the Department as a child. In 2008, her mother 

gave guardianship to her paternal grandparents. In 2017, the mother, who was sixteen-years-old and seven 

months pregnant, was investigated and unfounded for substantial risk of physical injury/environment 

injurious to health and welfare by neglect to her then eleven-month-old child. The mother was referred to 

intact family services, for parenting, development screening, individual counseling, and mental health 

services; however, her case was closed unsatisfactory in December 2017 due to her non-compliance with 

services. Motherôs grandparents, who continued to have guardianship of her, filed for guardianship of her 

two children, ages three and nineteen-months. In March 2018, the seventeen-year-old mother was 

investigated for substantial risk of physical injury/environment injurious by neglect to her two children, 

after the mother got into a physical altercation with a relative and destroyed the home. The investigation 

revealed that the altercation occurred outside while the children were inside. No arrests were made. In 

May 2018, the investigation was unfounded with a referral for community-based services. In December 

2018, the teen mother was investigated for substance misuse by neglect, after she gave birth and the 

newborn (deceased infant) tested positive for cocaine. The mother admitted to using within the last 24 

hours and two to three times during her pregnancy. The investigation was indicated; the Department took 

protective custody of the newborn and placed him with the great-grandparents, who agreed to care for all 

three children.  

 

Child No. 31 DOB: 2/2003 DOD: 4/2019 Accident  

Age at death: 16 years 

Cause of death: Gunshot wound  

Reason for Review: Youth in care   

Action Taken: Investigatory review of records 

Narrative:  Sixteen-year-old youth in care was staying in a respite foster home for the weekend because 

the foster mother was out of town. The teen and a seventeen-year-old friend reportedly found a gun a few 

days prior; while handling the gun the youth was shot in the head. It was initially reported that the teen 

was alone when he was shot; however, the seventeen-year-old admitted to placing the gun next to the 

youth, so it would appear as though he shot himself. The teen was transported to a local hospital where he 

died three days later. The Department did not investigate the death. The seventeen-year-old friend pleaded 

guilty to involuntary manslaughter and obstructing justice; he was sentenced to an indeterminate term in 

the Department of Juvenile Justice, not to exceed his twenty first birthday, with forty-one-months-

probation.  



 

 

94 
ACCIDENT 

Prior History :  The teen came into the custody of the Department on a dependency petition in September 

2016. The teen was raised by his grandmother from the age of nine-months; however, in May 2016 the 

grandmother died. Following her death, the teen lived with relatives. In September 2016, he was in a 

detention center and there was concern about the relativeôs supervision. The teen was screened into court 

and he went to live with another relative. In May 2017, the teen was placed in a traditional foster home 

until he went on run in July 2018. In August 2018, he was arrested and sent to a juvenile detention facility. 

Over the next six months the teen cycled between substance abuse treatment, the home of a relative, being 

on run, and detention. In March 2019, he returned to the traditional foster home in which he had been 

placed. He remained with that foster parent until his death. The biological mother of the teen, now 

deceased, had prior Department involvement with her three younger children due to issues of domestic 

violence and substance abuse. Two of the children were born substance-exposed, and the mother did not 

cooperate with intact services. In November 2011, at the start of the sixth investigation, the two children 

in her care were taken into custody and placed with a relative. In March 2013, the mother gave birth to a 

newborn testing positive for drugs. The newborn was taken into custody and placed with his siblings. The 

three children have since been adopted. There was a pending child protection report on the foster parent, 

at the time of the death of the teen. A nine-year-old foster child in the home reported that the foster mother 

beats him with a belt and older foster siblings hit him. The thirteen-year-old and sixteen-year-old (the 

deceased) foster children in the home denied that the nine-year-old is hit by them or their foster mother. 

The teens reported that the nine-year-old was angry and aggressive kicking people and things, putting 

holes in the wall. The foster mother reported that the nine-year-old does get out of control at times and 

sometimes she has the sixteen-year-old help to contain him or bring the nine-year-old to her after he runs 

away. The sixteen-year-old confirmed this. The nine-year-old told the investigator the same story as 

reported in the narrative. The investigator did not observe any marks on the child. The childôs assigned 

caseworker told the investigator that the childôs uncle suspects the childôs mother may have told the nine-

year-old to say this in order to get a different placement. The uncle repeated this to the investigator.  In 

May 2019, the investigation was unfounded.  

 

Child No. 32 DOB: 11/2017 DOD: 4/2019  Accident 

Age at death: 18 months 

Cause of death: Hypoxic ischemic encephalopathy due to drowning 

Reason for Review: Pending child protection investigation at the time of the childôs death 

Action Taken: Investigatory review of records 

Narrative:  Eighteen-month-old was found unresponsive in the tub by his thirty-two-year-old mother. 

The mother reported that she left the baby and his three-year-old sibling alone in the tub for approximately 

one minute. When she returned, she found the eighteen-month-old underwater, limp and not breathing. 

The mother grabbed him out of the water and began CPR. EMS arrived on the scene and transported the 

baby to the hospital, where he was put on life support and pronounced deceased one week later. The 

Department investigated the mother for inadequate supervision and death by neglect. During the 

investigation, the mother admitted that she left the baby and sibling alone in the tub while she folded 

laundry in a different room, longer than one minute. In June 2019, the mother was indicated for death by 

neglect and inadequate supervision of the surviving sibling. The Department opened an intact family 

services case for the mother and surviving siblings.  
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Prior History : The Department investigated and unfounded the mother five times between August 2006 

and June 2017. In September 2018, the hotline was contacted to report that the thirteen-year-old half-

sibling was very dirty and appeared to be wearing the same clothes from the weekend, since they had 

stains and dirt marks all over them. The thirteen-year-old also told a social worker that his family has 

maggots in the carpet at home and used baking soda to drown them. The Department investigated the 

mother and father for environmental neglect. The mother and father reported that they had been away for 

four-months, caring for the maternal great-grandparents. When they came home, they discovered the roof 

was leaking and the tub drain was clogged, but both had been fixed. The mother denied any maggots. The 

mother gave satisfactory responses to the remaining questions. At the end of September 2018, the 

Department unfounded the parents. In April 2019, the hotline received a report about a lost child (the 

three-year-old sibling), as she was found standing alone on a major road wearing just a diaper and cowboy 

boots. While the reporter was waiting for the police to arrive, the mother found the three-year-old child 

and the reporter, which took approximately thirty minutes. The Department investigated the mother for 

inadequate supervision. The mother reported that the toddler was in the bedroom with her thirteen-year-

old half-sibling playing video games while she was in the living room and the maternal grandmother was 

in the kitchen. The thirteen-year-old left the room to go the bathroom. A little while later, the thirteen-

year-old went to the living room and asked if anyone had seen the toddler, because she was not in the 

bedroom. The mother got into the car, drove around the block, and found the toddler. After this incident, 

the mother installed alarms on all the first-floor windows and a safety chain on the front door. In May 

2019, the mother was indicated for inadequate supervision.  

 

Child No. 33 DOB: 9/2012 DOD: 5/2019 Accident 

Age at death: 6 years 

Cause of death: Craniocerebral blunt trauma 

Reason for Review: Closed Intact Family Services case closed within a year of the childôs death 

Action Taken: Investigatory review of records  

Narrative:  Six-year-old was riding in a vehicle with his thirty-three-year-old mother, as she was driving 

at a high rate of speed and hovering over the roadôs center line, when she collided head on with a semi-

truck.  Emergency medical services arrived on the scene to find the six-year-old on the floor board in the 

back seat of the vehicle. The child was not properly restrained in a booster or child car seat. He was 

transported by air to a childrenôs hospital in extremely critical condition. The child remained in the hospital 

with significant head injuries and was pronounced deceased nine days later. The Department investigated 

and indicated the mother for death by neglect.  




